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Prednisone and prednisolone have been found to be nature; One patient had an episode of psychosis while 
approximately four times as potent as cortisone and hy- receiving 200 mg. of cortisone daily and another patient 
drocortisone in suppressing the inflammatory manifesta- had frequent convulsive seizures, which stopped when 
tions of rheumatoid arthritis.' Since administration of cortisone therapy was discontinued. 
these two synthetic steroids in moderate doses does not All 10 patients demonstrated the L. E. phenomenon 
cause sodium retention or edema, they offer important in peripheral blood and had some systemic manifesta- 
advantages over previously used steroids. Cortisone and tions of acute illness. Nine patients had joint symptoms, 
hydrocortisone have been employed in the treatment eight had anemia, and eight leukopenia. Four patients 
of systemic lupus erythematosus with considerable effec- had severe renal disease, and, of these, two had a ne- 
tiveness in controlling many of the manifestations of this phrotic syndrome. Three patients were observed to have 
disease. These drugs, however, tend to intensify fluid re- convulsive seizures. Typical cutaneous lesions occurred 
tention and hypertension in patients with renal and in three. 
cardiac involvement. It was thought advisable, therefore, In the initial period of observation, patients continued 
to compare the relative merits of prednisone and pred- to receive the medicaments administered prior to ad- 
nisolone with the older steroids in the treatment of sys- mission. When warranted, the dose of steriod that had 
temic lupus erythematosus and to determine the effec- been given prior to and immediately after admission was 
tiveness and limitations of the newer steroids. gradually lowered in order to define more clearly the 


nature of the suppressed symptoms. In most instances, 
patients were allowed to have some escape from hor- 
monal control. An abrupt change was then made from 
previous medication to prednisone or prednisolone with- 


MATERIAL AND METHODS 
This series consists of 10 patients with systemic lupus 
erythematosus whose disease had not been satisfactorily 


controlled at the time of admission (table 1). Their ages out interrupting steroid therapy. Placebos were employed 
varied between 7 and 46 years, and the disease had been in such a manner that the patient was not aware when 
present for between | and 10 years. Nine patients were the switch was being made from the old to the new 
female; there was one Negro patient in the group. At steroid. As the dose of the old steroid was decreased, 
the time of admission, four patients were receiving cor- placebo was substituted for the amount withdrawn and 
tisone in daily doses of 37.5 to 100 mg., four were getting at the same time another placebo indistinguishable from 
hydrocortisone, 60 mg. per day, and to one patient 112.5 prednisone or prednisolone was given. At a certain time, 
mg. of cortisone and 40 units of corticotropin daily were the antecedent drug was completely replaced by its 
being administered. One patient had not received any placebo, and simultaneously the new steroid was sub- 
hormone therapy. With these various regimens, control stituted for its placebo. It should therefore be recog- 
of the disease was incomplete. The patients were having nized that many of the symptoms that responded to pred- 
continual symptoms or periodic exacerbations of activity nisone had been also satistactorily suppressed by corti- 
of the disease. Further, most of the patients exhibited sone or hydrocortisone. 

some undesirable side-effects of hormone therapy (table The size of the initial, suppressive dose of prednisone 
1). In two instances these side-effects were of a serious or prednisolone varied roughly with the severity of the 
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disease. After a period of observation long enough to 
determine the effectiveness of the suppressive doses on 
each manifestation of the disease, the dosage was 
tapered 5 mg. every five days, until recurrence of some 
symptoms developed. The next higher dose was then 
selected as the minimum maintenance dose for complete 
suppression of the disease. The patients were then ob- 
served while receiving this dosage for periods varying 
from two to eight months; the average length of follow- 
up was four months. Throughout the period o% study, 
from the time of admission, all patients in the series were 
given a diet containing 3 gm. of sodium (5 gm. of 
sodium chloride) per day. 


RESULTS 
Dosage.—The initial suppressive daily dose varied be- 
tween 20 and 60 mg. (fig. |) and averaged 35 mg. In 
most instances, 30 or 40 mg. was given daily. The largest 
dose, 60 mg. per day, was given in case 6. This patient 
had been receiving 160 units of corticotropin gel per 


TABLE 1.—Composition of Series of Ten Patients with Lupus Erythematosus at Beginning of Prednisone Treatment 
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there developed rapidly spreading bilateral pneumonia 
and increased intensity of the facial rash, mucous mem- 
brane lesions, and arthritis. Circulatory shock super- 
vened. Prednisone therapy was instituted immediately 
upon admission; 60 mg. was given the first day. Vigor- 
ous antibiotic measures were added, although the causa- 
tive agent of the pneumonia was not demonstrable. 
Within 24 hours the patient was markedly improved, and 
the dose of prednisone was decreased to 40 mg. per day. 
This case illustrated the capacity of prednisone, supple- 
mented with antibiotics, to control a very severe exacer- 
bation of lupus erythematosus complicated by a serious 
intercurrent infection. Maintenance doses in the group of 
patients varied between 5 and 30 mg. per day, averaging 
18 mg. Comparison of the maintenance dose of predni- 
sone with the previous maintenance dose of steroid re- 
veals that prednisone has about four times the potency of 
cortisone and a little over three times that of hydrocorti- 
sone in controlling the manifestations of systemic lupus 
erythematosus. 


Dura- 
tion ot Previous Daily 
Disease, Hormonal 
Case Age Sex Race =F. Therapy 
l 41 F W 4 Cortisone * 100 me. 
M Ww 8 Cortisone + 
corticotropin * 
D4 W 2 Cortisone * 
j 4M F W 2 Cortisone 75 meg. 
) 7 F Ww 6 Cortisone 200 me. 
Hydrocortisone * 60 me. 
1 W 3 Cortieotropin gel 
Hydrocortisone oo meg. 
7 W 10 Hydrocortisone * 
Corticotropin 
(intermittent) 
= 35 } W 5 Cortisone * 37.5 ng. 
Corticotropin 
(intermittent) 
42 F W Cortisone 100 meg. 
Hydrocortisone * 60 me. 
10 33 F N ] 


Maintenance 


112.5 mg. + 
40 units 


160 units 


Comment 
Incomplete control, edema, moonface, mental elouding, convulsions 
Incomplete control, pustular rash, moonface, seizures 


Fdema, acne 
Incomplete control with severe relapses, persistent infection, phlebitis 
Moontace, edema 
ene 
Incomplete control, amenorrhea 
Severe exacerbation 
Moontace, increased edema 


Incomplete control, amenorrhea 
Increased edema, psychosis 


Incomplete control 
Incomplete control, hirsutism 


Therapy that patient was receiving at time of admission. 


day at the referring hospital in another state. She was 
given only 60 mg. of hydrocortisone on the day of trans- 
fer, while en route to Bethesda. During this transition 
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Fig. 1.—Dosage of steroid showing relative potency in 10 patients with 
systemic lupus erythematosus. For each case, first bar indicates mainte- 
nance dose of cortisone, hydrocortisone, or corticotropin at time of admis- 
sion; a frayed top indicates incomplete control of symptoms. Second bar 
represents maximal amount of prednisone or prednisolone given. Cross- 
hatched area within second bar indicates minimum maintenance dose 
subsequently established. (Minimum dose not established for case 3 at 
time graph was drawn.) 


None of these patients had a complete and sustained 
remission, and therapy was therefore not interrupted. 
One patient exhibited a definite change in the degree of 
activity of his disease (case 2). When initially seen, he 
was having systemic and pulmonary symptoms in spite 
of treatment with 112.5 mg. per day of cortisone plus 
40 units per day of corticotropin gel. He experienced a 
severe exacerbation of these symptoms when the corti- 
cotropin was reduced to 5 units per day, even though the 
cortisone dosage was maintained. He was markedly im- 
proved when given prednisolone, 40 mg. per day. After 
four months of therapy with prednisolone and then pred- 
nisone, it was found that a dosage of only 5 mg. of pred- 
nisone per day was sufficient to prevent symptoms. Sub- 
sequently, the dose had to be increased to 10 mg. per 
day. As there was apparent change in the activity of the 
disease, this patient was not included in calculation of 
relative potency of the steroids. Two patients in this 
series were first given prednisolone for a period of six 
weeks and subsequently were transferred to prednisone 
therapy. No difference in potency, effectiveness, or side- 
effects was noted between the two drugs in these patients. 
Reference hereafter will be made only to prednisone, 


vil 
| 
| 
| 
| 
| 
| 


Vol. 159, No. 16 


although some of the observations on these two patients 
were made with prednisolone. 

Effect on Systemic Manifestations.—Fever was pres- 
ent in six patients and chills in two at the time prednisone 
therapy was begun; there was a rapid defervescence and 
disappearance of chills in all patients; normal tempera- 


TaBLe 2.—Effect of Prednisone Therapy on the Manifestations 
of Systemic Lupus Erythematosus 


Favorable Response 


(Cases, Cases, 


Manifestations No, No, Time 

Systemic 
10 8 1-4 days 
JOMIE 7 6 1-7 days 
2 2 days 
Erythroeyte sedimentation rate, 


Skin and mucous membrane lesions 


Fingertip lesions ............ ts 1 lday 
10 days-2 wk. 
Pulmonary and pleural 
Cardiovascular 
Apieal systolie 3 3 1-2 days 
Pleuropericardial frietion 2 ? 1-2 days 
Flectrocardiogram abnormalities ......... 5 2 1-5 wk 
Renal 
: 
White blood cells in 7 0 
Azotemia (blood urea nitrogen above 
Hyponatremia than 136 mEq. liter) 2 
Hyperkalemia (above 5.5 mEq. liter)..... 
Gastrointestinal 
3 9 1-4 days 
4 3 2-4 wk, 
Central nervous system 
Abnormal electroencephalogram .......... ) 
Hematological 
Leukopenia GCess than 5,000 cells eu. min.) 8 6 1-6 wk. 
Anemia (hematocrit less than 38°))....... Ss 2 3 wk. 
Serum proteins 
Hypoalbuminemia Cess than 
Hyperglobulinemia (above 3.5 gm. 100 ce.) 0) 


tures were reached in 12 to 24 hours (table 2). Marked 
malaise was present in 10 patients and anorexia in 8; 
both cleared completely within a few days in all but 2 
patients, who presented severe nephrotic syndrome. 
Joint pains in nine patients and objective joint findings in 
seven completely disappeared in all but one patient, who 
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had nephrosis. In one of the two instances of sple- 
nomegaly, the spleen receded after two days of therapy, 
but in another patient, who had a greater degree of 
splenomegaly (two fingerbreadths below costal margin), 
there was no change. Generalized adenopathy dimin- 
ished gradually over the course of a few weeks in two of 
four patients. 

The L. E. phenomenon was present in peripheral 
blood and was not influenced by prednisone therapy. 
The sedimentation rate was elevated above 25 mm. per 
hour (Westergren) in all 10 patients, with an average 
level of 85 mm. per hour. On prednisone therapy, a 
diminution in sedimentation rate occurred in all patients, 
but only in four did it return to normal levels; the average 
of the lowest values obtained in each patient on therapy 
was 48 mm. per hour. C-reactive protein was present in 


Fiz. 2.—Chest x-ray of patient in case 2 taken while patient was 


receiving daily doses of 112.5 mg. of cortisone and § units of corticotropin. 


the serum of five patients when prednisone therapy was 
begun and disappeared in all, within one week. 

Effect on Skin and Mucous Membrane Lesions.—A 
typical facial rash of lupus erythematosus was present in 
two patients, and a lesion resembling that seen in discoid 
lupus was present in another (table 2). The erythem- 
atous malar rash disappeared within two weeks in 
both patients, and the chronic discoid rash improved 
gradually but had not entirely disappeared after three 
months of therapy. Mucous membrane lesions, consist- 
ing of shallow inflamed ulcerations, were present in three 
patients and cleared within two weeks of therapy. 

Effect on Pulmonary and Pleural Manifestations.— 
Cough and pleuritic pain disappeared within a few days 
in all patients with these symptoms (table 2). Pleural 
friction rubs were present in three patients and cleared 
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within three days of treatment. Chest wall tenderness, 
which was noted in two patients, slowly cleared over 7 to 
10 days. Moist rales were present bilaterally in five 
patients, and definite clearing in most areas was noted in 
all patients during the first week of therapy; in three pa- 
tients, however, patches of rales persisted throughout 
therapy. Radiological findings were noted in eight pa- 
tients, consisting of parenchymal infiltrates and hori- 
zontal linear densities, usually accompanied by small 
pleural effusions. In six of these patients, complete or 
almost complete disappearance of these changes oc- 
curred during two to six weeks of prednisone therapy 
(fig. 2 and 3), but in the other two patients new paren- 
chymal infiltrates appeared. 

Effect on Cardiovascular Manifestations. —Mild dysp- 
nea at rest was present in six patients and subsided in 
four (table 2). Aching, precordial pain, which was 


Fig. 3.—Chest x-ray of patient in case 2 taken after 18 days of pred- 
nisone therapy, 40 mg. per day. 


present in five patients, disappeared in all. Apical sys- 
tolic murmurs, which were heard in three patients dur- 
ing febrile periods, cleared within two days of treatment. 
Pleuropericardial friction rubs were heard in two patients 
over the apex of the heart, and these also disappeared 
within two days. Enlargement of the heart was present 
in three patients but was marked in only one. A transient 
diminution in cardiac size occurred only in the last- 
mentioned instance during prednisone therapy. Later 
this patient was found to have a large pericardial effusion 
at autopsy, as was suspected clinically. The other two 
patients with enlargement of the heart also had evidence 
of pericardial disease. Electrocardiographic abnormal- 
ities were present in five patients, consisting mainly of 
T wave and S-T segment changes. The patterns re- 
turned to normal during treatment in only two patients. 
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Effect on Renal Manifestations.—Some evidence of 
renal abnormality was present in seven patients, but in 
only four were these findings marked (table 2). Per- 
sistent proteinuria (before prednisone therapy) was noted 
in these four patients; three also had hypoalbuminemia, 
edema, and azotemia; two had hypertension. Determi- 
nations of the daily urine protein excretion in these four 
patients showed no significant changes during therapy 
with prednisone in doses up to 30 mg. per day for as 
long as three months, and there was no indication of 
improvement in the renal status of any of the patients 
with severe renal disease. 

In one patient proteinuria and cylindruria, and in two 
hematuria, seen microscopically, appeared during an 
acute febrile exacerbation of the disease. The pro- 
teinuria and hematuria subsided when the toxic state 
was controlled with prednisone, but no change was noted 
in the chronic type of hematuria or cylindruria that was 
unrelated to the febrile episodes. Similarly, azotemia ap- 
peared in three patients during acute exacerbations of 
the disease accompanied by vomiting and dehydration. 
When fluid balance was restored and prednisone given to 
control the acute episode, the urea nitrogen level re- 
turned to normal in these patients. The three patients 
with long-standing azotemia showed no improvement 
when steroid was given. 

Prior to treatment, hyponatremia occurred in five 
patients and hyperkalemia in three, and there were no 
consistent changes resulting from prednisone therapy, al- 
though improvement in these findings did occur in some 
cases. There was a slight rise in the serum carbon diox- 
ide content in most patients, averaging 3 mEq. per liter, 
and acidosis, which was present in two patients, im- 
proved. Edema was present in three of the patients with 
severe renal disease at the time prednisone therapy was 
begun. Weight loss occurred in all three of the edema- 
tous patients, averaging 4.2 kg. (9.2 Ib.), and a gradual 
disappearance of the edema was noted in one case. In 
the two patients with marked albuminuria, hypoalbu- 
minuria, and edema, no significant improvement oc- 
curred. The effect of therapy on the serum protein 
levels will be discussed presently. 

Retinopathy was present in three patients, and gradual 
clearing of the small hemorrhages and exudates oc- 
curred in one patient. Another patient had considerable 
arteriolar narrowing and irregularity, as well as hemor- 
rhages and exudates. These findings were increasing 
rapidly and marked papilledema appeared before pred- 
nisone therapy was begun. No further change in the 
retinal picture occurred after prednisone therapy was 
started, although this patient did develop hypertensive 
encephalopathy. The blood pressure was elevated in 
three patients with severe renal disease at the time pred- 
nisone therapy was begun. No significant changes in 
blood pressure levels occurred in these or other patients 
during treatment. 

Effect on Gastrointestinal Manifestations.—Nausea, 
vomiting, dull upper abdominal pain, and epigastric ten- 
derness were present in several patients and responded 
well to treatment with prednisone (table 2). Hepa- 
tomegaly was present in four patients but was not 
marked in any. Return of the liver to normal size oc- 
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curred in three patients after two to four weeks of 
therapy. Icterus associated with marked malaise, nausea, 
vomiting, epigastric discomfort, and an enlarged, tender 
liver appeared in one patient immediately before pred- 
nisone therapy was begun. The serum bilirubin level 
rose to 2.6 mg. per 100 cc., alka'ine phosphatase rose to 
4.0 Bessy-Lowry units, the cephalin flocculation test 
became strongly positive (3+-), and thymol turbidity was 
8 units. These findings gradually subsided while the 
patient received prednisone (30 mg. per day). She left 
the hospital after three weeks of therapy but continued 
to take prednisone at home. Upon readmission three 
weeks later, all liver function tests, including sulfobro- 
mophthalein (Bromsulphalein) retention, were within 
normal limits. The icterus was probably due to an inter- 
current, acute, viral hepatitis (other cases of infectious 
hepatitis appeared in hospital personnel at the same 
time). Abnormal cephalin flocculation and thymol tur- 
bidity were also present in the serum of two other 
patients, without other evidence of impaired liver func- 
tion. The thymol turbidity became normal, but a posi- 
tive (2+-) cephalin flocculation reaction persisted after 
six weeks of therapy with prednisone in both instances. 
No patient in this series showed a positive serologic test 
for syphilis. 

Effect on Central Nervous System Manifestations.— 
Headache was present in six patients and was associated 
with hypertension in three of these (table 2). In the 
three patients in whom it was not associated with hyper- 
tension, headache cleared promptly with prednisone 
therapy. Seizures occurred in two patients before pred- 
nisone was administered. These were associated with 
loss of consciousness and consisted of a focal onset 
progressing to generalized clonic and tonic movements. 
These two patients improved during prednisone therapy, 
but one required continuation of barbiturates in order to 
prevent seizures. A third patient developed convulsive 
seizures during prednisone therapy. She had marked 
hypertension and increasing retinopathy before this ste- 
roid was given, and the seizures seemed to be due to an 
episode of hypertensive encephalopathy, which subsided 
during treatment with hypotensive agents. 

Mental changes were present in two patients before 
prednisone therapy; one had marked confusion, impair- 
ment of memory, and episodes of disorientation and the 
other had brief episodes of loss of consciousness, invol- 
untary movements, and loss of ability to concentrate. 
Both patients showed improvement when given predni- 
sone, although some mental impairment persisted in the 
former patient. Electroencephalograms were obtained 
in eight patients in this series and five were found to be 
abnormal; these consisted of the patients with seizures 
and those with mental changes. The tests were repeated 
on four of these patients after six weeks more of predni- 
sone therapy, and no improvement was found in any case. 

Effect on Hematological Manifestations.—Leuko- 
penia was present in eight patients, with total white blood 
cell counts ranging between 2,000 and 4,000 cells per 
cubic millimeter (table 2). In six of these patients the 
white blood cell count rose above 5,000 after periods of 
prednisone therapy ranging between one and six weeks. 

‘Fight patients had a definite anemia (hematocrit value 


SYSTEMIC 
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below 38% ), and the average hematocrit value for the 
entire group was 32%. Although some rise occurred 
during therapy in six of these patients, the hematocrit 
value reached 38% in only three and the average rise 
in hematocrit value during therapy was 5%. This peak 
was usually reached after three weeks. In the three pa- 
tients with renal failure, there was a gradual but pro- 
gressive fall in hematocrit value during the entire period 
of hospitalization. None of the patients in this series had 
a positive Coombs’ test or clinical evidence of acute 
hemolysis. 

Effects on Serum Constituents —All 10 patients in 
this study had serum albumin levels below 3.5 gm. per 
100 cc., and four had serum globulin levels above 3.5 
mg. per 100 cc. (table 2). In no case did the levels of 
the protein fractions return to normal during prednisone 
therapy, although some changes did occur. The serum 
cholesterol level had been elevated in two patients who 
had albuminuria and edema. A rise in serum cholesterol, 
averaging 79 mg. per 100 cc., occurred in 8 of the 10 
patients during prednisone therapy. Similar changes have 
been noted during prednisone and prednisolone therapy 
of rheumatoid arthritis.’ Changes in the nonprotein 
nitrogen and electrolyte constituents of serum have al- 
ready been mentioned. 

Effect on Over-All Status of Patient.—Most of the 
patients were started on prednisone therapy at a time 
when they were acutely il with symptoms of relapse that 
followed reduction in dosage of the older steroids. 
Marked and early symptomatic improvement occurred, 
therefore, as the systemic manifestations of the illness 
were controlled by prednisone. When the maintenance 
dose had been reached, eight of the patients felt that 
they were stronger, free of annoying minor symptoms, 
and functionally improved, in contrast to their status on 
previous therapy. The patients who had had frequent 
exacerbations of the disease due to escape from steroid 
suppression were better controlled by prednisone therapy 
during the period of observation. On the other hand, 
those patients with serious renal disease showed no im- 
provement in their clinical status or in the results of the 
tests of renal function that were performed. Similarly, 
patients with evidence of cardiac involvement due to 
lupus erythematosus showed no significant improve- 
ment. The manifestations of lupus erythematosus that 
were observed to be refractory to therapy with predni- 
sone are summarized in table 3. 

Follow-Up.—Periods of observation have extended 
for between two and eight months, averaging four 
months. During this time, two of the patients with severe 
renal disease died in uremia. The other patients have all 
maintained whatever improvement occurred after trans- 
fer to prednisone therapy. 

Side-E fiects—Minor undesirable side-effects were 
seen in all 10 patients. These included minor mental 
changes, such as transient euphoria in two and irrita~ 
bility in one patient. Also, facial rounding occurred in 
all 10, amenorrhea in 3, mild hirsutism in 2, epigastric 
discomfort in one, and acneform eruption in one. No 
serious side-effects, however, were observed, and it was 
not necessary to discontinue use of the drug in any case. 
It should be mentioned, however, that serious side-effects 


59 


1506 SYSTEMIC LUPUS ERYTHEMATOSUS—BOLLET ET AL, 


have been observed with prednisone and prednisolone 
in the treatment of a series of patients with rheumatoid 
arthritis.’ These included the occurrence of peptic ulcer, 
psychosis. compression fractures of vertebrae, and al- 
iteration of glucose tolerance. In these patients with 
lupus erythematosus, however, gastrointestinal x-rays 
and glucose tolerance tests were done every six weeks 
during the period of the study, but no abnormalities were 
found. 
COMMENT 

Several comprehensive studies of the effects of corti- 
sone and corticotropin therapy on systemic lupus erythe- 
matosus have been published.’ There has been general 
agreement concerning the efficacy of these drugs in the 
treatment of this disease. Fever, arthritis, lymphadenop- 
athy, mucocutaneous manifestations, as well as pul- 
monary manifestations, have improved with adequate 
dosage readily. Cardiac abnormalities and hepatosplen- 
omegaly, however, have responded with greater varia- 
bility. Cortisone or corticotropin administration was ac- 
companied by an increase in white blood cells when 
leukopenia had occurred and by some correction of the 
anemia, hypoalbuminemia, hyperglobulinemia, and in- 
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plications. Besides the usual Cushing-like changes, 
cardiovascular complications have been present, espe- 
cially hypertension, fluid retention, and congestive heart 
failure. Some form of mental aberration has been noted 
in from one-half to two-thirds of the cases, and psychoses 
have been seen with some frequency. Convulsions oc- 
curring in the course of this disease may at times be 
attributable to cortisone therapy. However, most of the 
side-effects resulting from therapy have been reversible 
and are alleviated by reduction of the dose or discontin- 
uation of use of the drug. The over-all effect of cortisone 
and corticotropin on prognosis and prolongation of life 
is believed by Dubois and associates to be slight. How- 
ever, Haserick * states that these drugs not only have 
dramatic effect in the acute disease but actually protong 
life. At the time of their review, Harvey and associates 
believed the data on this point insufficient to permit a 
valid conclusion. 

This study of the effects of prednisone and predni- 
solone in the treatment of systemic lupus erythematosus 
is based on 10 cases followed for an average period of 
only four months, and the observations made must be 
viewed with these limitations in mind. The results indi- 
cate that the effects and limitations of prednisone closely 


Taste 3.—Manifestations of Systemic Lupus Erythematosus Refractory to Therapy 


Systemic Renal 


E. phenomenon Edema 


Anemia Hypertension 
Elevated erythrocyte Retinopathy disappear 
sedimentation rate Proteinuria 
Low serum albumin Hematuria 
Adenopathy Cylindruria 
Azotemia 


Electrolyte abnor- 
malities 


Pulmonary and Pleural Curdiac 


Rales often diminish 
but do not usually 


Central Nervous System 


Abnormal electro- 
encephalogram 


Enlarged heart 
Abnormal eleetro- 
eardiogram 


creased erythrocyte sedimentation rate. Disappearance 
of urinary abnormalities was observed in one series '" 
but not in another." Harvey and associates “ have re- 
ported decrease in albuminuria or hematuria in about 
50% of cases, frequently associated with subsidence of 
an acute phase of the disease. Little improvement was 
noted in patients with the nephrotic syndrome." Positive 
cephalin flocculation tests and thymol turbidity tests have 
returned to normal and reduction in sulfobromophthalein 
retention has been noted. Dubois and others “ reported 
disappearance of L. E. cells from peripheral blood dur- 
ing remission, but this was not confirmed by Soffer and 
collaborators.‘ Harvey noted disappearance of L. E. 
cells in only 5 of 46 cases, and these 5 exhibited few 
L. E. cells prior to steroid therapy. 

Cortisone and corticotropin therapy in systemic lupus 
erythematosus has been frequently associated with com- 
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resemble those of cortisone, hydrocortisone, and corti- 
cotropin. These agents are capable of suppressing the 
acute toxic manifestations of the disease, including fever, 
arthritis, malaise, and anorexia, and can tide a patient 
over a severe exacerbation. In addition, they may sup- 
press to a varying degree, and usually incompletely, pul- 
monary, pleural, cardiac, and central nervous system 
manifestations of the disease. Renal pathology in par- 
ticular does not seem to be significantly influenced by 
therapy with either the new or the older steroids. 
Prednisone and prednisolone have been found to be 
approximately four times as potent as cortisone and 
hydrocortisone in controlling these steroid-sensitive man- 
ifestations of lupus erythematosus, thus resembling the 
comparative potency found in the treatment of rheuma- 
toid arthritis.” Dose for dose, however, there is a com- 
parable incidence of undesirable side-effects, with the 
notable exception of sodium and water retention and the 
production of hypopotassemia. The lack of salt-retain- 
ing effect indicates that prednisone and prednisolone 
should have a significant advantage over the other ste- 
roids in the treatment of patients with lupus erythema- 
tosus, who have cardiac or renal involvement, since these 
drugs will not accentuate a tendency toward fluid reten- 
tion or electrolyte imbalance. The three patients with 
edema due to renal disease all lost weight, and one lost 
the edema entirely when transferred to prednisone, al- 
though there was no significant effect on the underlying 
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renal disease. Further, the fact that a low-salt diet is 
not necessary and supplementary potassium need not be 
given when these drugs are administered constitutes an 
additional advantage. 


SUMMARY AND CONCLUSIONS 


In a study of 10 patients with lupus erythematosus 
followed for an average period of four months, predni- 
sone and prednisolone have been found to be potent 
suppressive agents. They are capable of diminishing the 
fever, chills, malaise, anorexia, arthritis, rash, mucous 
membrane lesions, cough, pleuritic and precordial pain, 
chest wall tenderness, pleural and pericardial friction 
rubs, pulmonary rales, abdominal pain and tenderness, 
headache, convulsive seizures, leukopenia, elevated sedi- 
mentation rate, and C-reactive protein. Renal abnor- 
malities, including proteinuria, hematuria, seen micro- 
scopically, cylindruria, and azotemia, improved only 
in those instances in which the abnormalities had in- 
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creased or appeared during an acute exacerbation of the 
disease, usually accompanied by fever and dehydration. 
Serious renal disease in these patients was not influenced 
by these drugs, and two patients died in uremia. No sig- 
nificant alterations of blood pressure were observed. 
Edema was noted to gradually diminish during predni- 
sone therapy. Leukopenia improved in most instances. 
but anemia did not, and alterations in serum albumin and 
globulin levels were only slight. These steroids were 
found to be approximately four times as potent as corti- 
sone and hydrocortisone and did not cause salt or water 
retention or hypopotassemia. Minor undesirable side- 
effects have appeared. 

In general, the effectiveness and limitations of pred- 
nisone and prednisolone in the treatment of systemic 
lupus erythematosus parallel closely those of cortisone 
and corticotropin, with the exception that the new ste- 
roids do not cause sodium and water retention or potas- 
sium loss when administered in moderate therapeutic 
doses. 


POSTURE AND CERVICOBRACHIAL PAIN SYNDROMES 


Donald A. Johnson, M.D., Ph.D., Memphis, Tenn. 


The accurate diagnosis and effective treatment of 
disabilities manifest by cervicobrachial pain and pares- 
thesias is difficult. The difficulty has been increased by 
the myriad of reports dealing with cervicobrachial syn- 
dromes, because of a tendency to regard each of them 
as a specific clinical entity. Lack of notable success 
with specific treatment as in the scalenus anticus syn- 
drome has tended to discredit the syndrome without 
otherwise accounting for the patient’s disability. To fill 
this void the criteria for a diagnosis of a protruded cer- 
vical intervertebral disk are at times stretched beyond 
their just limits or a functional etiology is invoked to ex- 
plain such symptoms. To the confusion of examiners, 
specificity of name in cervicobrachial syndromes is not 
matched by a specificity of either symptoms or signs. 

Many of the cervicobrachial syndromes regularly 
listed in diagnostic classifications are not clinical entities 
but rather are isolated aspects of a single clinical prob- 
lem. The common factor in a variety of cervicobrachial 
syndromes is posture. Postural factors are the com- 
monest primary cause of disability of this type, and the 
correction of postural stress will contribute to the re- 
lief of symptoms. Naffziger and Grant,’ Gage and Par- 
nell. Hansson,’ Freiberg,’ DePalma.’ and others have 
written of the importance of postural factors in the 
scalenus anticus syndrome. Falconer and Weddell ° 
stated that postural changes without anatomic detect 
precipitated neurovascular symptoms in their costocla- 
vicular syndrome. McGowen and Velinsky * pointed out 
that exercises designed to strengthen the trapezius and 
levator scapulae muscles were curative in the same type 
of problem. Michele * indicated that postural changes 
with round shoulderness and drooping of the shoulder 
girdle were the primary underlying factors in the scapu- 
locostal syndrome. Walshe and co-workers * indicated 
that posture was a primary factor in first rib syndromes. 


These observations are scattered thru a voluminous 
literature and have not received the recognition they 
deserve except by Haggart '" in 1948, who emphasized 
the value of conservative treatment. The importance ot 
posture in a variety of less well known and primarily 
orthopedic cervicobrachial syndromes is generally ac- 
knowledged. In an effort to develop a more practicable 
clinical approach to the problem of cervicobrachial pain 
and paresthesias, it seems justifiable to define a diag- 
nostic category based on the factor common to so many 
cervicobrachial syndromes, i. e., the postural factor. 
Postural myoneuralgia is a descriptive term for this 
category. 

SYMPTOMS 

Pain and or paresthesias involving a cervicobrachial 
distribution and due to postural stress are not peculiar 
to individuals with any particular physical habitus. Oc- 
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cupational factors are very important contributing causes 
to the onset of symptoms. Onset following trauma is very 
common, or after unusual physical exertion as occurred 
so often in service personnel during the war. It is com- 
mon in middle-aged women, but it is also seen in young 
girls, often during or just after pregnancy, and it is not 
rare in men. The principal complaint may be either pain 
or paresthesias; often both are present. These are usually 


Fig. 1.—Common anterior areas of point tenderness (muscle). 


referred to the upper extremity but may involve pri- 
marily the anterior chest wall, the shoulder, the inter- 
scapular area, the midcervical or cervicodorsal area of 
the spine, the midthoracic or thoracolumbar area of the 
spine, or the occipital area of the skull. The discomfort 
is usually worse at night, often awaking the patient from 
sleep, and it is usually present on awakening in the morn- 
ing. A history of sleeping with the arms hyperabducted 
is occasionally of significance. The complaint may be 
unilateral or bilateral. Precordial pain may be the prin- 
cipal complaint. Interscapular pain may be present alone, 
or any combination of the complaints mentioned above. 
Peripheral radiation into the upper extremity may occur 
along either the ulnar or radial border of the arm and 
forearm and may involve the entire arm, the hands alone, 
or part of the hand. The peripheral pattern of pain and 
paresthesias may suggest a dermatome or root distribu- 
tion. Activity involving elevation of the upper extremities 
usually makes the discomfort worse. Spontaneous re- 
missions are common. 

Though such a history is characteristic of a postural 
disorder, it is obviously not specific and will occasionally 
be elicited in conditions other than that under primary 
consideration in this paper. These symptoms, however, 
include a variety of syndromes in which posture is of 
primary significance. 
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SIGNS 

A tilt of the shoulder girdle is often present. One 
shoulder may be carried lower than the other when the 
patient is observed in a relaxed sitting position. The 
higher shoulder is usually, but not always, on the painful 
side. Not infrequently the patient will shift his posture 
so that a shoulder noted to be elevated at one time 
during examination will be found to be lower than its 
opposite a short time later. In relatively acute cases the 
shoulders are usually level. 

Neurological examination often reveals hypesthesia 
and hypalgesia over a distribution suggestive of a derma- 
tome pattern. An ulnar distribution is most common. 
There may be objective weakness of the hand or forearm 
muscles and occasionaily atrophy of muscle groups in 
the hand, the thenar eminence, or the interossei. Early 
morning swelling of the hands may be noted by the 
patient. 

Muscle tenderness to point pressure is almost always 
present in some part or all of the pattern shown in figures 
1 and 2. There is little rationale to description of iso- 
lated pectoral tenderness as a pectoral syndrome or of 
upper and lower trapezius syndromes depending on the 
location of point tenderness over that muscle. They are 
all part of a postural disorder, and multiple tender areas 
are usually found if carefully sought. Tenderness over 
the scalenus anticus muscle is part of the pattern. This 
is muscle tenderness, and the diagrams are of no sig- 
nificance except to indicate convenient points at which 
to test individual muscles that are usually tender. 


Fig. 2.—Common posterior areas of point tenderness (muscle). 


Pressure over the coracoid process tests the pectoratis 
minor. The muscle tenderness may be unilateral or bi- 
lateral; it is usually worse on the side of the principal 
complaint. Holden, Murphy, and Portmann '' cautioned 
that one must be careful to differentiate and not section 
the scalenus anticus muscle of patients who have what 
they called a “diffuse myositis” involving the trapezius, 
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rhomboid, and pectoral muscles. Such a “myositis” is a 
feature of the postural disorder, and a careful search for 
it should be a part of every examination. One or several 
points of tenderness are equally significant. 

Reduction of the radial pulse amplitude to palpation 
and a bruit on auscultation over the subclavian artery 
are usually present when the arm is abducted to right 
angles with the thorax with the elbow flexed 90 degrees. 
The bruit may be unilateral or bilateral and is usually 
more prominent on the side of the principal complaints. 
It is of the utmost importance that auscultation be car- 
ried out, as a loud bruit may be produced by abduction 
of the arm without palpable change in the radial pulse. 
Eaton '* has emphasized that the vascular tests and 
maneuvers associated with various cervicobrachial syn- 
dromes are not specific and that many of them cannot 
be accurately reproduced from one patient to the next. 
Wright '* and others have found a high incidence of 
radial pulse obliteration with more extreme hyperab- 
duction of the arm in normal individuals. It is well, there- 
fore, to use this single maneuver and to evaluate it care- 
fully in the light of the history and the other physical 
signs. One cannot deduce compression at any particular 
point when a bruit is elicited, but it does indicate that 
in a given patient the neurovascular bundle is easily com- 
pressed by elevation of the arms Rarely, a bruit is pres- 
ent even when the patient’s arms are relaxed at the side 
of the body. Remarkably enough, the bruit often dis- 
appears when the patient is relieved of his discomfort; 
as often, its intensity is considerably reduced on re- 
covery though the bruit is not eliminated, and, not in- 
frequently, it is unchanged despite clinical recovery. This 
clearly demonstrates its lack of specific significance in 
relation to the clinical complaint. 


X-ray examination of the cervical spine and thoracic 
outlet will either show no abnormalities or sho-w straight- 
ening of the normal cervical curve. The latter does not 
indicate a protruded cervical disk or foraminal compres- 
sion, but only muscle spasm of nonspecific origin. 


DIFFERENTIAL DIAGNOSIS 

The differential diagnosis need not be discussed at 
length, inasmuch as all of the conditions to be differen- 
tiated from a postural disorder have been discussed at 
length by many writers. It is ordinarily not difficult to 
differentiate this syndrome from a cervical intervertebral 
disk protrusion, but occasionally it cannot be done on 
clinical grounds and myelography will be necessary. 
Median nerve compression within the carpal tunnel will 
not cause confusion if one is familiar with that syndrome. 
Periarthritis of the shoulder and tendonitis must always 
be excluded. Arthritic changes in the cervical spine do 
not exclude a postural disorder, nor does the presence 
of cervical ribs or other anomalies, though they must 
be evaluated individually. 

The diagnosis of a postural disorder rests on (1) a 
characteristic history, (2) shoulder girdle tilt, (3) all 
or some part of the characteristic pattern of muscle ten- 
derness to point pressure, and (4) a bruit over the sub- 
clavian artery when the arm is abducted. One or more 
of these elements is often lacking, and none is specific. 
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It is likely that patients with postural stress causing 
signs and symptoms consistent with the pattern above 
constitute the largest group among those with cervico- 
brachial complaints. It would include many cases that 
in past years were diagnosed as due to the scalenus anti- 
cus syndrome. A scalenus anticus syndrome requiring 
surgery is not common, and consideration of postural 
myoneuralgia in differential diagnosis will improve the 
mediocre surgical statistics dealing with scalenus sec- 
tion.'* It will be apparent to all familiar with the history 
of the scalenus anticus syndrome that consideration of 
this postural disorder is of extreme importance in the 
evaluation of such procedures as resection of the clavicle 
for cervicobrachial pain and the recent extension of the 
indications for median nerve decompression to this same 
type of disorder. 

The acroparesthesia syndrome of Schultz will come 
within the category of the postural disorder, and it is 
amenable to treatment. The same is true of the brachial- 


Fig. 3.—Three exercises for treatment of postural myoneuralgia. 


gia statica paresthetica syndrome of Wartenberg and the 
so-called brachial neuritis of pregnancy. The costo- 
clavicular compression syndrome is part of the same 
clinical entity, a postural disorder, as well as “normal” 
and some “abnormal” first rib syndromes. The scapulo- 
costal syndrome of Michele is not an entity in itself, but 
part of this same clinical pattern. The problem of dif- 
ferential diagnosis will be simplified by inclusion of these 
syndromes in one diagnostic category. Other less familiar 
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syndromes also are clearly a part of a postural disorder 
and recognized individually as such by the orthopedists 
who see them most commonly, though their designation 
as specific syndromes persists by usage. 


TREATMENT 

To recommend a simple exercise program as treat- 
ment for what has been regarded as a variety of dis- 
orders may seem like oversimplification. There is ample 
support for this position, however, for scattered through 
the literature one finds, repeatedly, the opinion that a 
simple exercise program is probably the most important 
factor in treatment of ‘various cerevicobrachial syn- 
dromes. This aspect of treatment is emphasized here and 
extended to cover a larger diagnostic category. 

The average patient requires only office instruction 
in exercises and posture and can carry out a satisfactory 
corrective program at home. In severe and protracted 
cases hospitalization may be indicated to afford con- 
tinuous observation and support of the patient as well 
as the cooperation of the physical therapy section. The 
patient should be instructed to carry out three simple 
exercises, and these should be demonstrated to the pa- 
tient by the physician. The first exercise consists of 
bracing the shoulders back as though to approximate 
the medial scapular borders in the midline (fig. 34). 
The second consists of bracing the shoulders upward as 
though attempting to touch the shoulders to the ears 
(fig. 3B). The third is a “push-out,” done by standing 
about 2 ft. away from and facing into a corner with 
one hand on each wall at shoulder level (fig. 3C). It 
will be found that many patients cannot touch the wall 
with their chest in this latter maneuver and will require 
several days of exercises before they can do so. Indeed, 
this is so common that the maneuver can almost be used 
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as a diagnostic test, inasmuch as pectoral shortening is 
usually present. The exercises stretch the pectoral mus- 
cles and strengthen the upper trapezius, rhomboids, 
levator scapulas, and serratus muscles. Though this 
group of exercises is open to some objections from the 
theoretical standpoint, it is simple, easy to remember, 
and, most important of all, effective. 

Each exercise should be done 5 to 10 times hourly 
through the day if the patient’s physical status and daily 
activities permit. Patients should be informed that the 
first few days of exercises may make them somewhat 
more uncomfortable temporarily. They must be ad- 
monished to assume an erect posture at all times be- 
tween exercises. Resumption of old postural attitudes 
between the exercise periods is the commonest cause of 
failure to improve. Improvement is usually marked 
within two weeks, and failure to improve after three 
weeks calls for a careful review of the entire problem. 

Cervical traction is helpful at times, to help relax 
tight muscles, but it is not remedial and should not be 
considered a primary method of treatment. Heat and 
massage are helpful, and mild sedation and analgesics 
may be helpful in the early phase of treatment. 


SUMMARY 

A revised concept of cervicobrachial pain and pares- 
thesia problems includes a larger number of these prob- 
lems under the diagnostic classification of postural 
myoneuralgia. Such a concept will simplify the diag- 
nosis of this type of disorder, improve the selection 
of patients in whom surgical intervention may be indi- 
cated, and provide effective and simple treatment tor 
some patients who would otherwise be treated inappro- 
priately or be relegated to a diagnostic category that 
implies that no effective treatment is available. 


USE OF RESERPINE IN| PSYCHOGENIC RHEUMATISM, OSTEOARTHRITIS, 
AND RHEUMATOID ARTHRITIS 


A PRELIMINARY REPORT 


Harry Bartfeld, M.D., New York 


The various arthritic diseases, especially those involv- 
ing the periarticular structures and more definitely the 
muscles and associated structures, are subject to, and 
generally exacerbated by, emotional stimuli. This is well 
illustrated in works on psychosomatic medicine. In this 
respect the American Rheumatism Association has recog- 
nized such a diagnosis under the heading “psychogenic 
fiorositis or rheumatism” or, better, “psychoneurotic 
musculo-skeletal complaints.” The incidence is not small. 
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In one study of 500 consecutive civilian patients,’ the 
diagnosis of psychogenic rheumatism was made in 
13.4%, osteoarthritis in 25% , rheumatoid arthritis in 
20.4%, and primary fibrositis in 18.2%. 

The symptoms these patients have are in the nature 
of fibromyalgia, with areas of tenderness over muscle and 
bone; pain, stiffness, and limitation of motion of the 
muscles and joints; and subjective feelings of swelling. 
It has further been shown that in musculoskeletal dis- 
orders on a psychosomatic basis ~ there are “character- 
istic areas of tenderness—the dorsal radial forearms, 
upper part of the trapezius muscle at the shoulder and 
posterior neck regions, lateral upper arms, pectoral areas, 
low back, thigh, lower third of leg and tarsal areas. The 
degree of moderately firm pressure needed to elicit this 
tenderness varies but is never sufficient to be painful to 
the normal individual.” In addition the symptoms of pri- 
mary Organic arthritic disorders may be aggravated by 
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emotional stimuli. It has been suggested * “that rheuma- 
toid arthritis is an organic psychosomatic disease with 
an added genetic factor and that patients having the dis- 
ease show emotional inhibition with obsessional trends.” 
Most authorities, however, do not agree with this but do 
feel that psychosomatic emotional disturbances may be 
associated with exacerbations. 

It has also been reported that fibromyalgia in associa- 
tion with neurotic emotional states is common in 70% 
of patients having osteoarthritis.” This is well illustrated 
in two patients of similar stature showing typical osteo- 
arthritic changes in the spine on x-ray examination, only 
one of whom has symptoms of low back pain and 
spasm of muscles. Sometimes a psychiatric history will 
reveal emotional difficulties in the patient presenting 
symptoms. The psychopathology of these fibromyalgic 
phenomena has been summed up as follows: There is 
(1) a psychoneurotic disposition, (2) an excitatory emo- 
tional conflict, and (3) a restriction of outward expression 
of the conflict. “Smouldering resentment has been stated 
to be the common basic psychopathology in psychogenic 
rheumatism.” * The psychophysiological mechanisms in- 
volved have not been fully identified, but it has been sug- 
gested that emotions affect the autonomic nervous system 
either directly or through the medium of the endocrine 
system and thereby produce increased muscle tension, 
vasospasm, and metabolic changes in organs and in the 
musculoskeletal system.° In this respect it has been noted 
that corticotropin (ACTH) or cortisone may relieve 
these fibromyalgias. 

In the past year there has appeared a series of reports 
dealing with alkaloids of Rauwolfia serpentina, especially 
reserpine. Pharmacological studies ° revealed an action 
on the autonomic nervous system, possibly by a partial 
suppression of activity of the hypothalamus. In this re- 
spect it has been established that the emotional response 
is mediated through the hypothalamic centers. It was con- 
cluded that reserpine exerts a calming and sedative action 
in a wide variety of animal species. The sedation, reduced 
emotional response, peripheral autonomic alterations. 
and circulatory changes are due to an alteration of 
sympathetic-parasympathetic balance by partial suppres- 
sion of sympathetic predominance at the hypothalamic 
level. 

Clinical investigations demonstrated that reserpine had 
a sedative and tranquilizing effect and reduced the emo- 
tional and mental tensions of geriatric patients.’ Such 
actions would be of value in relieving the causative stimull 
perpetuating the fibromyalgias of psychogenic rheuma- 
tism and that component of the symptoms of osteoarthri- 
tis due to psychosomatic stimuli. In addition,” it was 
reported that the drug reduced anxiety and obsessive- 
compulsive drives and could overcome excessive inhibi- 
tion and reticence. In the beginning of this paper is a 
quotation * to the effect that such neurotic traits distin- 
guished the personality complex of patients having rheu- 
matoid arthritis. Again assuming that such stimuli may 
exacerbate some musculoskeletal symptoms of rheuma- 
toid arthritis, the action of reserpine in reducing the 
severity of these neurotic characteristics would be most 
welcome. 
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SFLECTION OF PATIENTS AND INITIAL THERAPY 

In view of these reports it appeared that the effect of 
reserpine on patients having rheumatism and arthritis 
should be investigated. In the beginning, it was intended 
for use only in cases of “pure” psychogenic rheumatism, 
but, in recognition of the importance of psychosomatic 
musculoskeletal phenomena on some of the symptoms 
and course of the other arthritides, it was decided to 
include these. It has been stated.” “Most physicians them- 
selves have experienced muscular aching and fatigue in 
one or another region following periods of prolonged 
emotional tension.” 

The cases were divided as follows: psychogenic rheu- 
matism, 7; osteoarthritis, 16; rheumatoid arthritis, 4; and 
osteoarthritis together with rheumatoid arthritis, with the 
former predominating, 3. For the most part the patients 
were initially given a 0.1 mg. tablet of reserpine (Ser- 
pasil) twice daily (preferably one tablet at bedtime and 
one tablet on arising). When there was no response after 
one or two weeks, the dose was increased to (0.1 mg. 
three or four times daily and in some cases to 0.25 mg. 
tablets twice daily. In patients who showed a response, 
some were given a placebo (identical in appearance to 
the reserpine tablets) for a time. 


RESULTS AND FURTHER THERAPY 

Psychogenic Rheumatism.—In the series of cases of 
psychogenic rheumatism, five of the seven patients 
demonstrated beneficial effects, one had no response, and 
one showed an equivocal response. Among the five 
showing a good response was a man who had pain in the 
hands and back that had not improved with administra- 
tion of acetylsalicylic acid. He was given reserpine, 0.1 
mg. twice daily, for one week, followed by the same dose 
three times a day for a second week, when he reported 
that his hands were better and not as stiff as before. He 
was then given placebo tablets three times daily for two 
weeks; during the first week he continued to feel well 
but in the second week he again had pain and stiffness 
in the hands and neck and was nervous. At this time he 
was treated with reserpine, 0.25 mg. twice daily, and a 
week later said that he felt good, that his hands were less 
swollen, and that his back was better. 

In a similar case another man had had low back pain 
for three years. Previously he had been given courses of 
phenylbutazone, cortisone in doses of 100 mg. a day, 
phenobarbital in doses of 0.03 gm. three times daily, and 
acetylsalicylic acid in doses of 0.3 gm. four times a day, 
with no relief. When he was first treated with reserpine, 
he complained of pain in the back, neck, and arms, with 
muscle tenderness. He was given reserpine, 0.1 mg. twice 
a day for one week, and the following two weeks the same 
dose three times a day with no effect. When the dose was 
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finally increased to 0.25 mg. twice a day, he reported that 
he felt better and that muscle pain was present but it was 
less intense. He was then given placebo tablets twice a 
day and said that he felt so bad that he had to stay in 
bed a few days. On the other hand, a young man with typ- 
ical tender muscles who had been treated at the mental 
hygiene clinic but had shown no response to aspirin or 
phenobarbital showed no response to reserpine admin- 
istered in doses of 0.1 mg. twice and three times daily. 
Perhaps the dosage should have been increased. 

Osteoarthritis —Only 5 of the 16 patients with osteo- 
arthritis showed an adequate result. One such patient 
was a woman who was very nervous and complained of 
pain and stiffness of shoulders and neck. When she was 
given reserpine, 0.1 mg. twice daily, for one week, she 
reported that she felt better and her pains were gone. 
She was then given placebo tablets twice daily for two 
weeks; during the first week she continued to feel fine, 
but during the second week her back became extremely 
painful and she could not bend over. At this time she 
was again given reserpine, 0.1 mg. twice a day, and a week 
later said she was 80% better and that she could bend 
down and kneel. The following week with the same dose 
her improvement continued. She said it was “the best 
medicine” she had taken and she “could sleep nights.” 
Another patient in this group showed a response during 
the first two weeks of receiving reserpine; when he was 
given a placebo for one week his symptoms of ankle and 
arm pain returned. Therapy was again instituted with re- 
serpine, and his symptoms abated; these came back when 
he was again receiving placebo therapy. 

In evaluating results, one must remember the desire of 
patients to recover, especially when they know they are 
receiving a new drug. Such a patient was a woman who 
had had osteoarthritis and Parkinsonism for four years. 
When treatment with reserpine was started, she had 
been receiving hydrocortisone, which had not relieved 
her complaints of stiffness and pain in the left hip and 
of gross tremor of her hands. After a week of re- 
serpine therapy in doses of 0.1 mg. twice a day, she said 
she could use her right arm more than before, although 
the pain in her hip was still present. She was then given 
placebo tablets and felt so well with them that she con- 
tinued taking them for four more weeks. Not only did 
her rheumatism improve but she said most of the tremor 
of her hands had disappeared and “she was able to 
sign her relief check.” After five weeks of placebo ther- 
apy, some of the pain in her hip had returned but the 
effect on the Parkinsonism continued. 

Rheumatoid Arthritis.—In the four cases of rheuma- 
toid arthritis, two patients showed no effect. In one pa- 
tient who had had the disease for 10 years, there was only 
a mild beneficial result. In the fourth case, a young man 
with early rheumatoid arthritis showed a good response. 
This patient had typical swollen fusiform proximal inter- 
phalangeal and swollen metacarpophalangeal joints and 
could not close his hands. There had been a moderate 
response to corticotropin and.also to cortisone in doses of 
50 mg. a day. After one week of reserpine therapy in 
doses of 0.1 mg. twice a day, he said he slept better and 
felt better and could close his hands more easily. He 
was then given placebo tablets twice a day and reported 
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that his hands were stiff and painful and he did not sleep 
well. When he was again given reserpine in doses of 
0.1 mg. three times a day, he said he could close his 
hands more fully and they were not stiff and he felt he 
could do more than when he was taking cortisone. He 
continued on reserpine therapy, 0.25 mg. twice daily, 
for three weeks. During the first week he had a tooth ex- 
tracted and he reported that his hands were stiff; the 
second week was a rainy one and the stiffness continued. 
During the third week his hands were again limber and 
pained him only occasionally. This patient is a homo- 
sexual and has most of the psychogenic stigmas reported 
in some cases of rheumatoid arthritis as referred to 
earlier in this report.* 


Mixed Rheumatism.—In the three cases of rheuma- 
toid arthritis and osteoarthritis with the latter predomi- 
nating, two patients showed mild beneficial results with 
reserpine, one patient reporting that she felt quieter, that 
her spirits were better, and that she was not as stiff as 
before. The other said that she slept better, did not 
have the dizzy spells she had had previously, and her left 
knee was stronger; however, her right wrist and back 
were still painful and stiff. The third patient reported 
that, after two weeks of therapy with reserpine, 0.1 mg. 
twice a day, she felt better and walked more easily. She 
was kept on the placebo regimen for four weeks, and her 
improvement held. 

COMMENT 

It appears that reserpine is of value in the treatment of 
psychogenic rhcumatism and of some aid in the other 
arthritides, although not of equal efficacy. It must be 
pointed out that, in this clinical trial, the drug was used 
alone to evaluate its actual effect on musculoskeletal 
complaints. Certainly in the treatment of these diseases 
additional drugs, such as analgesics, antispasmodics, and 
hormones; and gold therapy; psychotherapy; and physio- 
therapy should be continued or instituted where neces- 
sary. The manner of action of this drug may be readily 
explained by its effect at the hypothalamic level in 
inhibiting those phenomena due to emotional and psycho- 
genic strain that serve to propagate neurogenic and 
vasomotor stimuli, that in turn cause muscle spasm and 
other changes in muscle, which in turn cause local tender- 
ness, pain, and stiffmess. Thus the attack on these dis- 
eases should be threefold: (1) use of analgesic drugs, 
anti-inflammatory hormones, gold therapy, and physio- 
therapy, agents which act directly or through other 
mechanisms on the local phenomena due to organic or 
psychogenic causes; (2) use of reserpine to minimize 
those psychogenic stimuli that cause musculoskeletal 
complaints in pure psychogenic rheumatism and that 
aggravate the primary organic arthritides; and (3) use of 
psychotherapy where needed. 

The sense of well-being and serenity and general uplift- 
ing of spirit due to reserpine may also help in giving the 
patient a better and more stable approach to his disease, 
to wit, the symptoms are not as intense or as important. 
In this respect phenobarbital has also been used in the 
treatment of the psychosomatic aspects of rheumatism. 
It is suggested that reserpine be combined with the anti- 
inflammatory hormones to decrease the hypertension and 
euphoria that the latter may cause. 


V 
195 


159 


Vol. 159, No. 16 


SUMMARY 

Reserpine (Serpasil) temporarily relieved the muscu- 
loskeletal complaints in five of seven cases of psycho- 
genic rheumatism. Reserpine temporarily relieved the 
musculoskeletal complaints in 5 of 16 patients having 
osteoarthritis and in | of 4 patients with rheumatoid ar- 
thritis. In three cases of rheumatoid arthritis and osteo- 
arthritis, the latter predominating, results were mildly 
beneficial. In some patients the drug is a useful adjunct to 
the symptomatic treatment of the various arthritides, but 
no curative effects are claimed. In pure psychogenic rheu- 
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matism it should be combined with psychotherapy and 
analgesic drugs. In the primary organic arthritides it 
should be added to the analgesic, the anti-inflammatory, 
and/or gold drugs routinely used, since it may minimize, 
where they exist, those psychogenic stimuli that cause 
musculoskeletal complaints that in turn aggravate the 
primary organic diseases. This study in a limited series 
of cases indicates that further investigation of reserpine 
in psychogenic rheumatism and neuroses associated with 
other arthritides is warranted. 
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TREATMENT OF HYPERTENSIVE PATIENTS WITH RAUWOLFIA 
COMPOUNDS AND RESERPINE 


DEPRESSIVE AND PSYCHOTIC CHANGES 


Irving Kass, M.D. 


Earl C. Brown, Ph.D., Wadsworth, Kan. 


Recently Freis ' described five cases in which mental 
depression was observed in hypertensive patients treated 
with reserpine (Serpasil). The purpose of this report ts 
to describe four more hypertensive patients, two in de- 
tail, who were treated with a Rauwolfia alkaloid or 
reserpine. Mental depression was observed in three 
of the patients, whereas in the fourth case the diagnosis 
was a psychotic reaction. 


REPORT OF CASES 

Case 1.—A 54-year-old married white woman, a veteran, was 
admitted to the hospital on Nov. 12, 1954, for evaluation of 
her hypertension and depressive reaction. During a routine 
physical examination in 1944, she had been found to have 
hypertension and since then had been treated with cortical de- 
pressants such as phenobarbital. In May, 1954, she had been 
placed on therapy with reserpine, 0.25 mg. four times a 
day. During the summer she had noticed considerable nasal 
stuffiness. Her mean blood pressure was 160/105 mm. Hg, and 
the pulse rate was 60 beats per minute. Although her history 
revealed a cyclothymic personality with primarily depressive 
swings of varied intensity, for the first time the patient was 
deeply disturbed, not only by the depth of her depression but 
with the fact that she had strange irrepressible homicidal im- 
pulses toward a member of her family. Unnerved by these 
thoughts, she feared impending insanity. 

With the exception of a slightly enlarged thyroid, there were 
no unusual or significant clinical findings. The eyegrounds 
showed no arterioscierotic changes. Laboratory results were as 
follows: white blood cell count, 6,200 per cubic millimeter; 
hemogloblin level, 15.5 gm. per 100 cc.; sedimentation rate 4 
mm. per hour; and hematocrit 49°. The specific gravity of 
the urine was 1.004, and it contained no albumin or sugar; results 
of microscopic examination of the urinary sediment were like- 
wise negative. Phenolsulfonphthalein studies showed a 46% 
excretion in two hours, but only a trace of the dye was detected 
in the first 15-minute urine specimen. The nonprotein nitrogen 
level was 27.6 mg., the urea nitrogen level 13.2 mg., the glucose 
level 90 mg., and the serum bilirubin level 0.7 mg. per 100 ce. 
The serum amylase content was 160 Somogyi units and the total 
cholesterol content 255 mg. per 100 cc., with cholesterol esters 
61%, calcium 5.5 mEq. per liter, inorganic phosphorus 4.0 mg. 
per 100 cc., and alkaline phosphatase 2.1 Bodansky units. The 
serum protein-bound iodine level was 2.8 meg. per 100 cc. 
(normal 3.5 to 8.0 meg. per 100 cc.). The iodine diagnostic 
study of thyroid function showed 26% uptake, which is within 


normal limits. The electrocardiogram was within normal limits, 
as were roentgenograms of the chest and of the upper gastro- 
intestinal tract. 

On Nov. 13 the reserpine therapy was stopped. The patient 
was discharged on Nov. 20 and examined at weekly intervals 
as an outpatient. The therapy was fundamentally a supportive 
type of psychotherapy, which included no analytic techniques. 
On Dec. 23 the patient spontaneously reported that she was 
much improved and subsequent interviews supported her 
statement. 


In summary, this was a case of mental depression that 
we feel can be attributed to the use of reserpine. A re- 
view of the patient’s history suggested a premorbid per- 
sonality pattern that appeared to have been accentuated 
by the toxic reaction to the drug. In our experience, 
we have never observed a case of mental depression that 
cleared as quickly as did this patient’s reaction. It is 
to be observed that a plateau of maximum improve- 
ment was noticed about four weeks following the dis- 
continuance of the drug. This correlates well with the 
clinical studies, which show that the pharmacological 
effects of reserpine continue for that long a period after 
the cessation of therapy. 

Case 2.—A 66-year-old white male, a World War I veteran, 
was admitted to the medical service for evaluation of his mental 
status. He had been first seen in April, 1951, because of retro- 
sternal pain. At that time, his blood pressure was 200/100 mm. 
Hg and the electrocardiogram was within normal limits. The 
total cholesterol level was 410 mg. per 100 cc., and the specific 
gravity of urine was 1.020. 

On July 9, 1954, the patient had been again admitted to the 
hospital for treatment of high blood pressure, nervousness, and 
a tremor localized in the right arm. The blood pressure was 
180/100 mm. Hg. The heart was then clinically enlarged to the 
left, which was confirmed by both the electrocardiographic and 
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x-ray findings. The specific gravity of the urine was 1.017 and the 
nonprotein nitrogen level 44.3 mg. per 100 cc. The patient was 
seen by the neurologist, who felt that he had generalized arterio- 
sclerosis and that the symptom complex was probably consistent 
with paralysis agitans of the right upper extremity. The oph- 
thalmologist noticed that the superior and inferior temporal 
arteries in the right retina had a silver-wire appearance. On July 
28, 1954, he was placed on therapy with reserpine in a dose 
of 0.25 mg. four times a day and trihexyphenidyl therapy in 
a dose of 2 mg. four times a day. He was discharged from the 
hospital Aug. 26, 1954. On Sept. 4, 1954, the family physician 
stopped the reserpine therapy and gave the patient a Rauwolfia 
alkaloid (Raudixin), 50 mg. three times a day. It was during 
September, 1954, that the patient's wife noticed a change in his 
mental attitude. 

On Jan. 7, 1955, the patient was again admitted to this facility 
with an acute psychotic reaction. He was hallucinating, had 
paranoid ideas of reference, and appeared disoriented in all three 
spheres. His blood pressure was 180/70 mm. Hg. The heart 
rate was 95, Funduscopic findings continued unchanged, and 
the results of neurological examination were now completely 
normal. The electrocardiogram was within normal limits. An 
electroencephalogram done on Jan. 10 showed a possible diffuse 
organic brain dysfunction with probably a few more electrical 
irregularities in the right temporal area. A second electro- 
encephalogram on Jan. 20 showed no change when compared 
with the initial examination. A spinal tap on Jan. 12 revealed 
a normal pressure, clear fluid with no cells, a sugar content of 
85 mg. per 100 cc., chloride content of 740 mg. per 100 cc., 
and a total protein level of 150 mg. per 100 cc. Colloidal gold 
curves and serologic studies showed no abnormalities. A repeat 
spinal tap on Jan. 20 showed a lowering of the total protein 
level to 118 mg. per 100 cc. The leukocyte count was 6,000 
per cubic millimeter, hemoglobin level 14.3 gm. per 100 cc., 
sedimentation rate 1] mm. per hour, and hematocrit 48°. The 
nonprotein nitrogen level was 34.8 mg. per 100 cc., total cho- 
lesterol level 210 mg. per 100 cc., and cholesterol esters level 
71%. Results of a cold agglutination test and heterophile anti- 
body study were negative. The chest film showed some promi- 
nence of the left ventricle. The skull films, however, were normal. 

Clinical Course.—As a result of our previous experience, it 
was felt that the patient might have a toxic psychosis secondary 
to the use of a Rauwolfia compound. The Rauwolfia therapy 
was discontinued, and during the period of hospital observation 
no medicaments were used. He was seen by one of us (E. C. B.) 
at weekly intervals, and the following notes were made about 
the changes in his mental status. When first seen on Jan. 11, 
1955, the patient was in cuff restraints and he demonstrated 
little comprehension of the examiner’s questions. On occasions, 
his intended responses were apparently lost in the maze of on- 
going ideation, the content of which was predominantly para- 
noid in nature. The initial impression was a brain syndrome 
of unknown cause with a psychotic reaction manifested by con- 
fusion and delirium, with an impaired awareness of surround- 
ings and higher intellectual functions, probable hallucinations, 
persecutory delusions, and agitation. 

At the time of the first revaluation on Jan. 18, the patient 
showed some clearing. A cuff restraint was attached to the 
bed, and the patient stated that he “asked for it” periodically, 
especially at night. In this and other ways he demonstrated some 
insight into the fact that he was subject to confusion and sub- 
sequent unpredictable behavior. On the occasion of the second 
revaluation on Jan. 25 no cuff restraint was observed. The 
patient stated, “I don’t need ‘em any more.” There was noth- 
ing in the mental content that coincided with the previously 
described hallucinations, delusions, or agitation. It was noted 
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that the patient was trying to write letters home and that he 
was beginning to think about his prospects for being discharged. 
When seen Feb. 1, 1955, for the third revaluation, the patient 
continued to be free of any need for restraints. The mental con- 
tent was free of materia! suggesting hallucinations or delusions, 
and a steady improvement in comprehension was noted. There 
Was a continuation of involuntary crying, as had been noted 
in the two previous examinations, but the patient had now 
learned to proceed with his conversation in spite of it. A greater 
preoccupation with home and family was noted. The residual 
slight impairment of orientation, memory, and intellectual func- 
tion was attributed to a premorbid chronic brain syndrome pre- 
sumably of arteriosclerotic origin. 


This 66-year-old veteran was admitted to the hospital 
with the diagnosis of an unclassified psychotic reaction. 
Since the patient had been receiving reserpine and 
Rauwolfia compounds, the possibility of a toxic drug 
psychosis was considered. Following the withdrawal of 
medicaments a marked clearing of the mental status was 
noticed. At the present time the only mental residuals 
are those that can be attributed to a chronic brain syn- 
drome of presumably arteriosclerotic origin. As observed 
in the first case, this patient had a toxic drug reaction 
that accentuated a premorbid personality pattern. Since 
patients having a chronic brain syndrome usually show 
mental clouding and confusion, it is interesting to observe 
that in this patient the drug toxicity caused such an ac- 
centuation of the premorbid personality pattern that a 
classic psychosis, manifested by terrifying hallucinations 
and delusions, ensued. 

COMMENT 

With any new drug, the question of mechanism or 
locus of action is most important from the standpoint of 
its rational therapeutic application. The slowness of 
action of the drugs Rauwolfia and reserpine suggests 
that they work through some hormonal or other interme- 
diate mechanism. One of the hormonal routes currently 
suggested is the adrenal cortex. Gaunt ° and Winsor * 
feel that the adrenal stimulation is of a nonspecific na- 
ture, inasmuch as human subjects receiving reserpine 
respond normally to corticotropin. Unanswered is the 
question whether the tranquilizing action of the drug 
will depress the endogenous mechanism discharging cor- 
ticotropin in psychogenic stress.” 

The available evidence suggests that Rauwolfia com- 
pounds and reserpine exhibit neither peripheral adreno- 
lytic nor peripheral parasympathomimetic activity. Bein * 
has ruled out the blockade of transmission in the auto- 
nomic ganglia because such activity, as might be antici- 
pated, would be reflected in depression of both sympa- 
thetic and parasympathetic function. Since the electro- 
encephalogram of an animal markedly quieted with 
reserpine showed a normal pattern in contrast to the 
sleep pattern shown with barbiturates, it has been as- 
sumed that the alteration of autonomic balance might be 
within an area of the central nervous system. The hypo- 
thalamus, where the autonomic nervous functions are 
integrated, may be responsible for the observed effects 
of reserpine. 

According to Hess," sleep is a parasympathetic func- 
tion that is brought about by a suspension of the activity 
of the sympathetic center in the hypothalamus. He, 
moreover, has produced sleep by electrical stimulation 
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of the anterior hypothalamic region in the vicinity of the 
parasympathetic center. Since, besides sedation, Rau- 
wolfia compounds and reserpine cause symptoms sug- 
gesting parasympathetic dominance, such as bradycardia, 
miosis, and increased secretory and motor activity of 
the gastrointestinal tract, it appears logical to suggest 
that this might be accomplished by a partial suspension 
of the activity of the sympathetic center in the hypo- 
thalamus. 


Other than blood pressure reduction, according to 
Moyer,’ these are the effects, in descending order of 
frequency, that most often follow reserpine admin- 
istration: bradycardia in 71% of cases, nasal con- 
gestion in 65%, increased appetite in 60% , sedation in 
47% , fatigue and weakness in 44%, sense of well-being 
in 35%, dizziness in 21%, increased bowel movements 
in 3%, and dreams in 2%. Wilkins * has observed that 
some men complain about a decrease in libido, while two 
men, one with mild alcoholism, developed definite and 
painful gynecomastia. Although there is no evidence of 
tolerance to the dosage, the effects of the medicament 
continue for two to six weeks following the cessation of 
therapy. Because they are remarkably well tolerated over 
a prolonged period of time and generally free from toxic 
and very severe side-effects, Rauwolfia compounds or 
reserpine are in others as well as our opinion not only 
the first agents to try when initiating medical treatment 
for hypertension but also the last ones to omit from such 
a regimen. 

If one reads the current lay press, he will easily gather 
the impression that “Rauwolfia is good psychotherapy 
in pill form.” Kline,’ in fact, feels that Rauwolfia com- 
pounds can reduce anxiety and obsessive drives and will 
overcome excessive inhibitions and reticence. As the 
usage of the drug becomes more widespread, the psycho- 
therapeutic potentialities of Rauwolfia appear to have 
some definite limitations. An interesting reaction, which 
occurs infrequently, is the refusal of certain persons to 
submit to the tranquilizing effect.‘ Instead of relaxing 
and accepting a calm tranquil state, they become most 
uncomfortable, perhaps because the sensation is foreign 
to their usual nature. The occurrence of mental depres- 
sion as previously described by Wilkins,* Dustan,'' and 
Freis,! and now a psychotic reaction as here presented, 
suggests that some caution should be used in the use of 
Rauwolfia compounds. This includes the normotensive 
as well as the hypertensive patient. 

Almost as perplexing as the proper patient selection 
is the dilemma of whether to continue the Rauwolfia or 
reserpine medication once the patient develops a mental 
reaction. In some it may be that a period of mental 
turbulence is necessary before the emotional effective- 
ness of the drug can be achieved. Barsa and Kline '* in 
their study of 150 chronically disturbed psychotic pa- 
tients given large doses of reserpine distinguished three 
stages in the course of treatment: the sedative period, the 
turbulent period, and the integrative period. If the pa- 
tient could successfully pass through the turbulent phase, 
with its increased delusions and hallucinations, the inte- 
grative phase would be reached. As yet, however, it is 
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doubtful in a nonpsychotic patient whether one should 
continue the medication in the turbulent phase in order 
to attain the integrative phase. One must always con- 
sider the possibility that a lasting mental derangement 
might be precipitated by perpetuating the turbulent state 
in a person with limited ego strength.'’ 

To differentiate a toxic from a functional psychosis is 
often a most difficult task. Bleuler,'* however, feels that 
true autism in a toxic psychosis is rare, since there is no 
essential dissolution of concepts and no splitting of the 
personality. There is frequently in the toxic psychosis a 
“mental clouding” involving some degree of disorienta- 
tion, which ranges from fluctuations in attention, com- 
prehension, and memory to confusion and delirium. A 
high incidence of perceptual distortions involving visual 
and auditory illusions and hallucinations is noted.'* In 
the personality sphere, the form and content of the devia- 
tion are independent of the causal agent '"; the changes 
represent an accentuation of the premorbid personality 
pattern.'* 

In use of Rauwolfia alkaloids, caution and close ob- 
servation are particularly suggested for individuals who 
appear to be maintaining a marginal emotional adjust- 
ment by virtue of previous brain damage or a functional 
psychiatric disorder. In contrast to the normal individual 
who can recognize and adjust to the exogenous nature of 
the disturbance, the “borderline” individual has diffi- 
culty sensing whether his reaction is of toxic or endo- 
psychic origin. Utilizing a conditioned response, he 
draws upon the habitual personality defenses to cope 
with the added stress. Lacking, as he usually does, 
sufficient personality resources to cope with the added 
stress, the result is further ego weakening and disintegra- 
tion, with a subsequent eruption into consciousness of 
psychopathology. There appears to be no relationship 
between the onset of emotional symptoms and the initia- 
tion of therapy. Although a lessening of the dosage might 
be helpful, associated personality disturbances are not 
necessarily related to the degree of drug intoxication; 
they are “released” by the intoxication and superim- 
posed upon it. Finally, restraint is advised when the 
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compounds are administered to otherwise normal per- 
sons who function under unusual stress with only a 
modicum of personality control. 


SUM MARY 


Although Rauwolfia compounds and reserpine (Serpa- 
sil) generally exercise a tranquilizing as well as hypoten- 
sive effect, they can be responsible for severe mental dis- 
turbances. Within a period of three months we have 
seen four patients treated for hypertension, and with dis- 
turbances secondary to Rauwolfia and reserpine therapy, 
three of whom were suffering from mental depression and 
one of whom had a psychotic reaction. These reactions 
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tend to occur in the “borderline” individual who has 
difficulty maintaining a marginal emotional adjustment 
by virtue of previous brain damage or a functional 
psychiatric disorder. Despite the disturbances described, 
we feel that Rauwolfia compounds and reserpine should 
be the keystone of treatment of hypertension. However, 
caution and close observation should accompany the 
drug therapy in all patients. In addition to the hyperten- 
sion, one should consider an individual’s inherent per- 
sonality pattern, his current ego strength, and the en- 
vironmental pressures to which he is subject. 


3600 E. Colfax Ave., Denver (6) (Dr. Kass). 


TREATMENT OF DELIRIUM TREMENS WITH RESERPINE (SERPASIL) 


A PRELIMINARY REPORT 


Milton Avol, M.D. 


Philip J. Vogel, M.D., Los Angeles 


The problem of the treatment of the acutely alcoholic 
patient has been the topic of countless papers in the past 
few years.'! However, despite the many writings on the 
subject of treatment of postalcoholic withdrawal symp- 
toms, management of these symptoms still revolves 
around intravenously given fluids for hydration, high 
doses of vitamins, and large doses of paraldehyde to con- 
trol the extreme excitation and acute hallucinatory epi- 
sodes these patients exhibit. Anyone familiar with this 
mode of therapy can attest to the fact that it is far from 
being satisfactory. For adequate control of these ex- 
tremely agitated patients, they must be given massive 
doses of paraldehyde to the point where they are literally 
semicomatose. This then increases tremendously the 
amount of nursing care required per patient, for then in- 
travenous administration of fluids, frequent turning, bath- 
ing, catheterization, and changing of linens are required. 
In addition, these patients are oftener than not in a very 
debilitated state and the necessity of keeping them con- 
tinually semicomatose greatly increases the incidence of 
pneumonia and urinary infections. Furthermore, the odor 
of paraldehyde that pervades the wards and corridors is 
very distressing to the remainder of the patients and ward 
personnel. These alcoholic patients very quickly de- 
velop a tolerance to paraldehyde, so that even massive 
doses are ineffective or only partially effective in control- 
ling their agitation. Finally, with this treatment regimen, 
it sometimes takes as long as five or six days before the 
patient is free of hallucinations, agitation, and tremors. 
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While studying use of reserpine (Serpasil) as a tran- 
quilizer in therapy of various neurological disorders, es- 
pecially acute head injuries, we were impressed by its 
effectiveness in controlling acute hallucinatory episodes 
in several patients. It therefore occurred to us that it 
might be helpful in the management of the patient with 
delirium tremens. Our results with reserpine therapy 
have been so very gratifying that it was thought worth- 
while to summarize them in this preliminary report in 
order to obtain a more widespread trial of the drug in the 
treatment of delirium tremens. 


CLINICAL MATERIAL 

A total of 24 patients with delirium tremens has been 
treated since the study was begun on Oct. 5, 1954. These 
patients were carefully selected so that only those with 
severe delirium tremens manifesting extreme agitation 
and excitement with marked hallucinations were placed 
under treatment. There were 18 males and 6 females in 
the series, the average age of the former being 47.2 years 
and of the latter 45.6 years. The ages ranged from 
31 to 65 in the males and 37 to 64 in the females. The 
majority were patients with chronic alcoholism of the 
type seen in a charity hospital, who were suffering from 
malnutrition and dehydration and who had had several 
previous admissions for alcoholism or delirium tremens. 
Because of their marked excitement and intense fear of 
such things as “snakes,” “little men,” “bugs,” and “two- 
headed elephants,” they all had to be kept in firm re- 
straints. In addition, most of these patients were ex- 
tremely noisy, shouting at imaginary persons and talking 
abusively to the ward personnel. 

It was difficult to obtain suitable controls for a series 
such as this. However, from observations on other pa- 
tients with marked delirium tremens who were given the 
usual treatment with paraldehyde and from some of the 
observations made on the present series of patients, a 
good basis of comparison could be obtained as to the 
ethicacy of the treatment. During the course of this 
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study blood pressure readings were taken before the re- 
serpine was administered and during treatment. Ob- 
servations were also made as to the time of disappearance 
of hallucinations and confusion, as well as the relief of 
the tremors or “shakes” with which many of these pa- 
tients were afflicted. 


TREATMENT AND DOSAGE 

Several papers have appeared in the recent literature 
detailing the use of reserpine in hypertension.’ These 
have adequately covered the question of dosage for this 
particular disease. However, we were dealing with an 
entirely different problem in this instance—treatment of 
acute illness, the termination of which we wanted to 
effect in a matter of hours. Obviously, this required an 
entirely different dosage schedule and method of admin- 
istration. The use of reserpine for other than the treat- 
ment of hypertension is so new, however, that only two 
papers had appeared on the subject before our study.’ 
While these studies were of some help in giving us an 
idea of the relative limits of safety of the drug, they were 
of no avail in helping us to determine the optimum dos- 
age and dosage schedules to be used for the more acute 
illness that we were treating. It was like groping about 
in the dark to ascertain the maximum amount of paren- 
terally administered reserpine that could be utilized 
with safety in order to alleviate as rapidly as possible the 
marked hallucinations with which these patients were 
afflicted. Moreover, reserpine is known to cause an in- 
crease in gastric secretion and, because of the high inci- 
dence of alcoholic gastritis in these patients, we began 
the study with some fear and trepidation. It should, 
therefore, be kept in mind that the results we are report- 
ing are not necessarily the optimum that can be expected 
from the use of this drug. Work is continuing to de- 
termine further the best dosage schedules. In our series 
reserpine was administered parenterally in all cases be- 
cause (1) it was essential to have the drug act as rapidly 
as possible, and (2) many of the patients could not be 
induced to take a medicament orally. 

From previous studies in the treatment of hyperten- 
sion, we know that it requires at least one to two weeks 
for any effects to be seen from oral medication This 
obviously was not suitable for our purpose. Of the total 
patients in the series, 13 were treated by the intravenous 
route, 8 by the intramuscular, and 3 by a combination 
of the intravenous and intramuscular routes. We have 
given as much as 5 mg. intravenously, injected over a pe- 
riod of one minute, to these alcoholic addicts without 
ever noticing any ill-effects on the patient. However, be- 
cause we have had several instances of annoying side- 
effects (hypotension, nausea, and vomiting) after using 
5 mg. doses in another series of patients in whom the 
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drug was u@ed for reasons other than delirium tremens, 
we have preferred to give the drug in two equal doses oi 
2.5 mg. each about three hours apart. This has usually 
been sufficient to cause the patient to be free of all hal- 
lucinations in 24 hours. In many instances this relief 
was obtained within 18 hours. The shortest recovery 
period that we have experienced was nine hours in three 
of our patients. However, in several cases, while the pa- 
tient was much more calm and manageable in 24 hours, 
it required a repeated dose of 2.5 mg. to 5 mg. intra- 
muscularly in order to free the patient entirely of his 
hallucinations. 

It appears from our short series that intravenous ad- 
ministration of the drug produces a more rapid effect 
than the intramuscular route. However, because excel- 
lent results could be seen with either route in 24 hours, 
it seems preferable to use intramuscular administration 
as much as possible because of the greater convenience 
and less potential hazard involved. Of course, if it were 
desired to get the patient under control as rapidly as 
possible, the intravenous route is the preferable one. 
Again it should be emphasized that we have seen no un- 
toward effects with either method of administration in 
this series of patients. 

The routine we followed was to place all of the pa- 
tients on the previously used regimen for the treatment 
of acute alcoholism, including intravenous administration 
of fluids and high doses of vitamins, except tor the omis- 
sion of the high doses of paraldehyde. The patients were 
then given a dose of reserpine intravenously or intramus- 
cularly. The medicament was first used intravenously in 
5 mg. doses. Later in the series several patients were 
given 2.5 mg. intravenously and 2.5 mg. intramuscularly 
at the same time. This was later changed to 2.5 mg. fol- 
lowed in three to four hours by another dose of 2.5 mg. 
intravenously or intramuscularly if the patients were stil] 
agitated. Usually the patients would require the second 
dose of 2.5 mg. Ordinarily these patients would begin 
to quiet down in six to eight hours. However, in one 
instance the patient remained so agitated that a third 
injection of 2.5 mg. was given four hours after the second 
dose. Because of the delay in the onset of action of re- 
serpine, many patients were also given a dose of paralde- 
hyde (10 cc.) initially in order to help keep them con- 
trolled for the first few hours. 

RESULTS 

All but three of the patients studied were relieved of 
their symptoms in 24 hours or less. In these three pa- 
tients the state of agitation was markedly improved, 
though they were still slightly confused and had mild 
hallucinations that apparently did not give them much 
concern. They were each given another dose of 5 mg. of 
reserpine intramuscularly and within 12 hours were en- 
tirely free of symptoms. It is entirely possible that had 
these three patients been given a third dose of 2.5 mg. 
of reserpine during the first 24 hours their symptoms 
would have been alleviated much sooner. 

In the entire series, the 16 patients who were given 
the dose intravenously or by combined intravenous and 
intramuscular administration were free of the symptoms 
in an average of 18 hours while the 8 who had received 
the drug intramuscularly were entirely free of symptoms 
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compounds are administered to otherwise normal per- 
sons who function under unusual stress with only a 
modicum of personality control. 
SUMMARY 
Although Rauwolfia compounds and reserpine (Serpa- 
sil) generally exercise a tranquilizing as well as hypoten- 
sive effect, they can be responsible for severe mental dis- 
turbances. Within a period of three months we have 
seen four patients treated for hypertension, and with dis- 
turbances secondary to Rauwolfia and reserpine therapy, 
three of whom were suffering from mental depression and 
one of whom had a psychotic reaction. These reactions 
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tend to occur in the “borderline” individual who has 
difficulty maintaining a marginal emotional adjustment 
by virtue of previous brain damage or a functional 
psychiatric disorder. Despite the disturbances described, 
we feel that Rauwolfia compounds and reserpine should 
be the keystone of treatment of hypertension. However, 
caution and close observation should accompany the 
drug therapy in all patients. In addition to the hyperten- 
sion, one should consider an individual’s inherent per- 
sonality pattern, his current ego strength, and the en- 
vironmental pressures to which he is subject. 
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A PRELIMINARY REPORT 
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The problem of the treatment of the acutely alcoholic 
patient has been the topic of countless papers in the past 
few years.' However, despite the many writings on the 
subject of treatment of postalcoholic withdrawal symp- 
toms, management of these symptoms still revolves 
around intravenously given fluids for hydration, high 
doses of vitamins, and large doses of paraldehyde to con- 
trol the extreme excitation and acute hallucinatory epi- 
sodes these patients exhibit. Anyone familiar with this 
mode of therapy can attest to the fact that it is far from 
being satisfactory. For adequate control of these ex- 
tremely agitated patients, they must be given massive 
doses of paraldehyde to the point where they are literally 
semicomatose. This then increases tremendously the 
amount of nursing care required per patient, for then in- 
travenous administration of fluids, frequent turning, bath- 
ing, catheterization, and changing of linens are required. 
In addition, these patients are oftener than not in a very 
debilitated state and the necessity of keeping them con- 
tinually semicomatose greatly increases the incidence of 
pneumonia and urinary infections. Furthermore, the odor 
of paraldehyde that pervades the wards and corridors is 
very distressing to the remainder of the patients and ward 
personnel. These alcoholic patients very quickly de- 
velop a tolerance to paraldehyde, so that even massive 
doses are ineftective or only partially effective in control- 
ling their agitation. Finally, with this treatment regimen, 
it sometimes takes as long as five or six days before the 
patient is free of hallucinations, agitation, and tremors. 
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While studying use of reserpine (Serpasil) as a tran- 
quilizer in therapy of various neurological disorders, es- 
pecially acute head injuries, we were impressed by its 
effectiveness in controlling acute haliucinatory episodes 
in several patients. It therefore occurred to us that it 
might be helpful in the management of the patient with 
delirium tremens. Our results with reserpine therapy 
have been so very gratifying that it was thought worth- 
while to summarize them in this preliminary report in 
order to obtain a more widespread trial of the drug in the 
treatment of delirium tremens. 


CLINICAL MATERIAL 

A total of 24 patients with delirium tremens has been 
treated since the study was begun on Oct. 5, 1954. These 
patients were carefully selected so that only those with 
severe delirium tremens manifesting extreme agitation 
and excitement with marked hallucinations were placed 
under treatment. There were 18 males and 6 females in 
the series, the average age of the former being 47.2 years 
and of the latter 45.6 years. The ages ranged from 
31 to 65 in the males and 37 to 64 in the females. The 
majority were patients with chronic alcoholism of the 
type seen in a charity hospital, who were suffering from 
malnutrition and dehydration and who had had several 
previous admissions for alcoholism or delirium tremens. 
Because of their marked excitement and intense fear of 
such things as “snakes,” “little men,” “bugs,” and “two- 
headed elephants,” they all had to be kept in firm re- 
straints. In addition, most of these patients were ex- 
tremely noisy, shouting at imaginary persons and talking 
abusively to the ward personnel. 

It was difficult to obtain suitable controls for a series 
such as this. However, from observations on other pa- 
tients with marked delirium tremens who were given the 
usual treatment with paraldehyde and from some of the 
observations made on the present series of patients, a 
good basis of comparison could be obtained as to the 
efficacy of the treatment. During the course of this 
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study blood pressure readings were taken before the re- 
serpine was administered and during treatment. Ob- 
servations were also made as to the time of disappearance 
of hallucinations and confusion, as well as the relief of 
the tremors or “shakes” with which many of these pa- 
tients were afflicted. 


TREATMENT AND DOSAGE 

Several papers have appeared in the recent literature 
detailing the use of reserpine in hypertension.’ These 
have adequately covered the question of dosage for this 
particular disease. However, we were dealing with an 
entirely different problem in this instance—treatment of 
acute illness, the termination of which we wanted to 
effect in a matter of hours. Obviously, this required an 
entirely different dosage schedule and method of admin- 
istration. The use of reserpine for other than the treat- 
ment of hypertension is so new, however, that only two 
papers had appeared on the subject before our study.’ 
While these studies were of some help in giving us an 
idea of the relative limits of safety of the drug, they were 
of no avail in helping us to determine the optimum dos- 
age and dosage schedules to be used for the more acute 
illness that we were treating. It was like groping about 
in the dark to ascertain the maximum amount of paren- 
terally administered reserpine that could be utilized 
with safety in order to alleviate as rapidly as possible the 
marked hallucinations with which these patients were 
afflicted. Moreover, reserpine is known to cause an in- 
crease in gastric secretion and, because of the high inci- 
dence of alcoholic gastritis in these patients, we began 
the study with some fear and trepidation. It should, 
therefore, be kept in mind that the results we are report- 
ing are not necessarily the optimum that can be expected 
from the use of this drug. Work is continuing to de- 
termine further the best dosage schedules. In our series 
reserpine was administered parenterally in all cases be- 
cause (1) it was essential to have the drug act as rapidly 
as possible, and (2) many of the patients could not be 
induced to take a medicament orally. 

From previous studies in the treatment of hyperten- 
sion, we know that it requires at least one to two weeks 
for any effects to be seen from oral medication. This 
obviously was not suitable for our purpose. Of the total 
patients in the series, 13 were treated by the intravenous 
route, 8 by the intramuscular, and 3 by a combination 
of the intravenous and intramuscular routes. We have 
given as much as 5 mg. intravenously, injected over a pe- 
riod of one minute, to these alcoholic addicts without 
ever noticing any ill-effects on the patient. However, be- 
cause we have had several instances of annoying side- 
effects (hypotension, nausea, and vomiting) after using 
5 mg. doses in another series of patients in whom the 
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drug was used for reasons other than delirium tremens, 
we have preferred to give the drug in two equal doses of 
2.5 mg. each about three hours apart. This has usually 
been sufficient to cause the patient to be free of all hal- 
lucinations in 24 hours. In many instances this relief 
was obtained within 18 hours. The shortest recovery 
period that we have experienced was nine hours in three 
of our patients. However, in several cases, while the pa- 
tient was much more calm and manageable in 24 hours, 
it required a repeated dose of 2.5 mg. to 5 mg. intra- 
muscularly in order to free the patient entirely of his 
hallucinations. 

It appears from our short series that intravenous ad- 
ministration of the drug produces a more rapid effeci 
than the intramuscular route. However, because excel- 
lent results could be seen with either route in 24 hours, 
it seems preferable to use intramuscular administration 
as much as possible because of the greater convenience 
and less potential hazard involved. Of course, if it were 
desired to get the patient under control as rapidly as 
possible, the intravenous route is the preferable one. 
Again it should be emphasized that we have seen no un- 
toward effects with either method of administration in 
this series of patients. 

The routine we followed was to place all of the pa- 
tients on the previously used regimen for the treatment 
of acute alcoholism, including intravenous administration 
of fluids and high doses of vitamins, except for the omis- 
sion of the high doses of paraldehyde. The patients were 
then given a dose of reserpine intravenously or intramus- 
cularly. The medicament was first used intravenously in 
5 mg. doses. Later in the series several patients were 
given 2.5 mg. intravenously and 2.5 mg. intramuscularly 
at the same time. This was later changed to 2.5 mg. fol- 
lowed in three to four hours by another dose of 2.5 mg. 
intravenously or intramuscularly if the patients were sti! 
agitated. Usually the patients would require the second 
dose of 2.5 mg. Ordinarily these patients would begin 
to quiet down in six to eight hours. However, in one 
instance the patient remained so agitated that a third 
injection of 2.5 mg. was given four hours after the second 
dose. Because of the delay in the onset of action of re- 
serpine, many patients were also given a dose of paralde- 
hyde (10 cc.) initially in order to help keep them con- 
trolled for the first few hours. 

RESULTS 

All but three of the patients studied were relieved of 
their symptoms in 24 hours or less. In these three pa- 
tients the state of agitation was markedly improved. 
though they were still slightly confused and had mild 
hallucinations that apparently did not give them much 
concern. They were each given another dose of 5 mg. of 
reserpine intramuscularly and within 12 hours were en- 
tirely free of symptoms. It is entirely possible that had 
these three patients been given a third dose of 2.5 mg. 
of reserpine during the first 24 hours their symptoms 
would have been alleviated much sooner. 

In the entire series, the 16 patients who were given 
the dose intravenously or by combined intravenous and 
intramuscular administration were free of the symptoms 
in an average of 18 hours while the 8 who had received 
the drug intramuscularly were entirely free of symptoms 
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in ar average of 28 hours. The tranquilizing effects of 
the drug usually became apparent in six to eight hours. 
Five were entirely free of symptoms in 12 hours, and 
nine more were entirely relieved in 18 hours. The long- 
est period required for a patient to be entirely symptom- 
free was 48 hours, which occurred in two instances. How- 
ever, as has already been stated, these two patients were 
markedly relieved of their excitement and tremors within 
24 hours, the only residuals being a continuation of their 
visual hallucinations in a much milder form for another 
24 hours. One man, for instance, continued to see “bald- 
headed men with sheepskin coats” in the room and 
another noted “elephants with lots of heads,” but these 
were not as numerous and not as frightening as those 
seen the day previously. 

All patients were fully awake or only slightly drowsy 
the following day. Of the few who were drowsy, those 
who tended to fall asleep were easily awakened and re- 
sponded to questioning readily and coherently. It should 
be kept in mind that these patients had received a rela- 
tively large dosage of reserpine compared to the dosage 
usually employed in chronic diseases like hypertension, 
which may account for the increased drowsiness. Several 
of the patients of this series had to be given an initial dose 
of paraldehyde (10 cc.) in order to control their marked 
agitation until the reserpine could take effect. While this 
medicament may have contributed to the drowsiness of 
the patients, it is extremely doubtful that it played any 
significant role in controlling their hallucinations. Any- 
one familiar with the care of alcoholic addicts is cogni- 
zant of the great tolerance these patients have to paralde- 
hyde. Many of these patients had had several previous 
admissions to the hospital for alcoholism and had re- 
ceived paraldehyde on many other occasions. In fact, 
some of the men spontaneously requested extra doses 
of paraldehyde since the ordinary doses were without 
effect, so we can thus discount any effects due to the 
small dose of paraldehyde as being negligible. In our 
series two cases aptly illustrate this point as well as the 
comparative effectiveness of reserpine and of paralde- 
hyde. 

REPORT OF CASES 

Case 1.—The patient, a 40-year-old Caucasian male, had had 
many previous admissions to the Los Angeles County General 
Hospital for alcoholism and delirium tremens. He was first seen 
by us on Nov. 16, 1954, at which time he was having very 
marked delirium tremens. Despite restraints on all four extremi- 
ties and a sheet about his chest, he was half sitting in bed shout- 
ing at the “little men and Nazis” who were trying to put him 
in a concentration camp. He was given 5 mg. of reserpine intra- 
venously in one injection because of his extreme agitation and 
within 18 hours was entirely free of his hallucinations, well 
oriented though somewhat drowsy, and ambulating about the 
ward. The patient was discharged the following day perfectly 
alert and oriented. 

He was readmitted late at night on Jan. 5, 1955, with delirium 
tremens, but we were not informed of this until the following 
afternoon. In the meantime he had received a total of 60 cc. of 
paraldehyde in three doses within a 10-hour period; when 
we first saw him 4 hours after the last dose, he was almost 


4. Plummer, A. J., and others: Pharmacology of Rauwolfia Alkaloids, 
Including Reserpine, Ann. New York Acad. Sc. 59:8 (April 30) 1954. 

5. Albert, S. N. and others: The Use of Chlorpromazine in the Treat- 
ment of Acute Alcoholism, M. Ann. District of Columbia 23: 245 (May) 
1954. 

6. Dustan, H. P.; Taylor, R. D.; Corcoran, A. C., and Page, I. H.: 
Clinical Experience with Reserpine (Serpasil): A Controlled Study, Ann. 
New York Acad. Sc. 59: 136 (April 30) 1954. Wilkins.*° 
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unresponsive. However, when aroused with great effort, he was 
still seeing fierce tigers with “lots of heads.” He was given 5 
mg. of reserpine intramuscularly in one dose. We did not wish 
to give the drug intravenously because of the fear of an adverse 
reaction due to the tremendous quantity of paraldehyde that 
the patient had received. Twenty-four hours later he was awake 
and talking and taking feedings orally. He was still seeing a few 
animals with many heads, but they were much less numerous and 
did not cause as much anxiety and agitation as previously. After 
another dose of 5 mg. of reserpine intramuscularly, the patient 
became free of hallucinations the following day. 

Thus, this patient was made symptom-free within 
18 hours by the use of reserpine whereas he was not re- 
lieved of his symptoms after the use of massive doses of 
paraldehyde. 

Case 2.—A 59-year-old Caucasian male was admitted on Nov. 
11, 1954, to the Los Angeles County General Hospital. He had 
been in an auto accident and was admitted with multiple frac- 
tures of his right extremities. He had chronic alcoholism, with 
several previous admissions for acute alcoholism and delirium 
tremens. Shortly after the present admission, he began to note 
“little men” on the ceiling and requested paraldehyde, as he 
knew from previous experience that he was going into delirium 
tremens. He was given reserpine, 2.5 mg. intravenously and 2.5 
mg. intramuscularly at the same time. Within nine hours he was 
entirely free of his hallucinations. The patient was given no 
further sedation or reserpine and continued to be free of hallu- 
cinations for 48 hours. However, during the night of Nov. 13, 
1954, he again became very restless and hallucinatory and was 
given paraldehyde, since there was no reserpine for parenteral 
administration immediately available on the ward. He was con- 
tinued on the paraldehyde therapy, but it was not until 36 hours 
later that he was free of his hallucinations. 

This case provides a very good example of the com- 
parative effectiveness of reserpine and paraldehyde— 
the former requiring 9 hours to the latter’s 36 hours for 
the relief of symptoms. Interestingly enough, it also pro- 
vides us with an idea as to the duration of action of the 
drug (about 48 hours), which agrees very closely to 
the experimental findings in dogs (36 to 48 hours) as 
reported by Plummer and co-workers. 

In treating an illness such as delirium tremens it is 
understandably very difficult to find an adequate and 
comparable control series. However, in our experience 
and that of others of the staff of the Los Angeles County 
General Hospital, it may take as long as four to six 
days for a patient with severe delirium tremens, such as 
we included in our series, to become symptom-free. 
We have seen several examples of these patients who 
have been treated for three to four days on the usual 
regime (with paraldehyde used for sedation) with only 
partial relief of symptoms. Albert and associates,’ re- 
porting a series of cases of alcoholism treated with 
chlorpromazine, stated that it required as long as four 
days of therapy to overcome the excitatory state of de- 
lirium tremens. Comparison of these experiences with 
our results makes us feel that the use of reserpine in 
delirium tremens holds great promise. 

SIDE-EFFECTS 

The question naturally arises as to the comparative 
safety of this drug-and the incidence of annoying or 
dangerous side-effects. Several previous papers on the 
long-term use of the drug in hypertension have reported 
such effects as bradycardia, nasal congestion, drowsiness, 
nausea, and dizziness." It also has been found that re- 
serpine may increase gastric secretion. The latter find- 
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ing, especially in a patient with acute alcoholic gastritis, 
would be very disconcerting. However, except for some 
drowsiness and in one instance bradycardia (pulse of 60 
per minute), we have had no difficulty with any of the 
reported side-effects in our study. Incidentally, the pa- 
tient with the slow pulse apparently had no ill-effects. 
Apparently, the usual treatment that these patients re- 
ceive for gastritis on admission is sufficient to overcome 
or allay any of the effects of increased gastric secretion 
due to the drug. 

Of course, it must be realized that the original use for 
reserpine, viz. as a hypotensive agent, would be con- 
sidered a side-effect in the present indication. However, 
despite the comparatively large doses that these patients 
received, the average fall in blood pressure was 15 mm. 
Hg systolic and 10 mm. Hg diastolic. As a matter of 
fact, two of the patients actually had rises in systolic 
blood pressure of 18 and 10 mm. Hg. It should be pointed 
out, however, that all of these patients in the group, 
with but one exception, were normotensive. More- 
over, these patients were all confined to bed for the 
first 24 hours. It has been our experience with other 
series of patients treated with reserpine for various 
neuropsychiatric disorders that normotensive individ- 
uals do not ordinarily get the same hypotensive effects 
from the drug as do hypertensive patients. Furthermore, 
the effect is usually that of an orthostatic hypotension, 
which of course would not be apparent in these neces- 
sarily bedfast patients. However, when these patients 
became ambulatory 18 to 24 hours later, no ill-effects of 
any kind were noted. 

We feel that the drug should be used with caution in 
patients with heart disease or previous cerebral vascular 
accidents and in those with hypertension. However, 
these are by no means to be considered as contraindica- 
tions. We have had occasion to use the drug in a patient 
with congestive heart failure who was having severe de- 
lirlum tremens. This patient was hallucinating actively, 
seeing numerous “black cats” and “lots of men” coming 
after him. He was given 5 mg. of reserpine intramuscu- 
larly and in 18 hours was free of his hallucinations. Para- 
doxically his blood pressure betore the reserpine was 
104/60 and 24 hours later was 122/68. His pulse rate 
fell from 90 to 76 during this period. 

However, in one case of another series in which this 
drug was used we have seen a sudden marked drop in 
blood pressure after the intravenous injection of 5 mg. of 
reserpine. This patient was hypertensive, his blood 
pressure being 180/120. Within three hours after the 
injection he became comatose and his blood pressure 
was barely obtainable. Fortunately, the pressure was 
brought back to normal levels in a few minutes with the 
use of levarterenol (Levophed) bitartrate intravenously, 
and the patient reacted and was talking again in 
minutes. This case should not be taken to imply that the 
drug is contraindicated in hypertensive individuals. Nor 
does it mean that a 5 mg. dose intravenously should not 
be used if the need arises. As a matter of fact we know 
of several cases in which doses as high as 20 mg. intrave- 


RESERPINE—AVOL AND VOGEL 1519 


nously were used (in toxemias of pregnancy) without 
ill-effects." This case, however, does serve to point out 
what others as well as we have experienced, namely, that 
a small percentage of individuals, especially those with 
hypertension may react adversely to a medicament used 
intravenously in high doses. It therefore should be used 
with caution, especially in patients with a previous his- 
tory of cardiovascular disease. 

From the little experience that we have had, there is 
apparently no correlation between the hypotensive and 
tranquilizing effects of the drug. In another series of 
cases we have seen patients who have had a marked fall 
in blood pressure without any apparent effect on their 
mental or emotional status, and conversely we have seen 
gratifying effects on emotional disorders without any 
deleterious effect on the blood pressure or pulse. More- 
over, the effects on the blood pressure are usually ap- 
parent within two hours after a dose intravenously, 
whereas the emotional effects are not apparent for at 
least six hours. We have had no difficulty with symp- 
toms of nasal congestion or epistaxis as the result of the 
use of this drug. We have also had no difficulty with 
nausea Or vomiting in these patients, apparently because 
of the fact that they were getting treatment (antacids: 
and anticholinergic drugs) for their alcoholic gastritis at 
the time that they were given the reserpine. 


COMMENT 

From our experience with reserpine, we have gained 
the impression that its pharmacological action is 
more like that of digitalis. It requires a certain blood 
level before it can be effective. Its action is not imme- 
diate like that of the barbiturates given intravenously 
but is noted only after several hours. Moreover the dura- 
tion of action is prolonged over a period of 36 to 48 
hours. Furthermore, as with digitalis, the dosage has 
to be individualized, as different patients will get varying 
reactions from the same dose. 

From our experience thus far, it appears that the 
safest and most effective method of administration is in 
a dose of 2.5 mg. intramuscularly or intravenously to be 
followed in three hours with another dose of 2.5 mg. if 
necessary. This dose may again be repeated in four 
hours if the patient is still markedly agitated. However, 
if the patient becomes drowsy, it is best not to give any 
further medication until the following day. At that time, 
if the patient is still having hallucinations, another dose 
of 2.5 mg. would probably be sufficient to control the 
symptoms. The medicament does not have to be given 
by intravenous drip, but, by giving it in divided doses as 
suggested above, there is less danger of an adverse reac- 
tion ensuing. Again, it should be emphasized that the 
dosage must be individualized. Further, until more is 
known about the drug it is best not to push it too vigor- 
ously unless one is faced with a very acute situation. 
Under ordinary circumstances, it is best to give the medi- 
cament in the suggested dosage and to wait a few hours 
longer for the desired results than to have to be faced 
with treating an adverse reaction to the drug. 


7. Assali, N.: Personal communication to the authors. 
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It would seem to be worthwhile to continue the pa- 
tient on a daily maintenance dose of | to 2 mg. of re- 
serpine orally over a prolonged period of time in order 
to alleviate some of the anxiety that causes these patients 
to resume drinking soon after discharge from the hos- 
pital. We have been unable to put this program into 
operation at this hospital, however, because of the lack 
of adequate personnel and facilities. A prolonged clinical 
follow-up on this use of reserpine in a facility geared to 
this type of work might prove to be very valuable. 


SUMMARY 


Twenty-three patients were treated with reserpine 
(Serpasil) in an attempt to control the symptoms of de- 
lirium tremens. The drug was given parenterally in rela- 
tively large doses ranging from 2.5 mg. to 5 mg. in one 
injection. The patients were free of their symptoms of 
acute hallucinations in an average of 18 hours. Most of 
the patients were free of their symptoms within 24 hours. 
However, the shortest period of time noted was 9 hours 
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(in two patients) and the longest was 48 hours (in two 
patients ). 

Despite the relatively large doses utilized, there were 
no ill-effects noted in this series. Hypertensive cardio- 
vascular disease per se is not a contraindication to the use 
of the drug, although the drug should be used with great 
caution in these instances. Because of the great varia- 
tion in reaction to this drug, the dose should be indi- 
vidualized. However, we have found that an initial dose 
of 2.5 mg. to be followed in three hours by another dose 
of 2.5 -ng., if necessary, is fairly safe for all patients. 
The use of this drug has greatly shortened the time neces- 
sary to free these patients of their postalcoholic with- 
drawal symptoms. Moreover, they are a much easier 
group to care for from the point of view of nursing. We 
believe that the use of reserpine has shown very gratify- 
ing results in the treatment of delirium tremens and 
warrants further trial. 


3741 Stocker St. (8) (Dr. Avol). 


DANGERS IN) COMBINING RESERPINE (SERPASIL) 


WITH 


ELECTROCONVULSIVE THERAPY 


Merritt W. Foster Jr., M.D. 


and 


R. Finley Gayle Jr., M.D., Richmond, Va. 


Within the past two years reserpine has enjoyed an 
increasing and ever-expanding popularity in therapeutic 
usage in this country, particularly because of its rather 
specific hypotensive effect, and in recent months there 
has been a growing enthusiasm in the use of reserpine 
for the treatment of many psychiatric illnesses. Noce and 
others ' were enthusiastic about the value of this drug 
in treatment of agitated and overactive states. They re- 
ported dramatic responses in patients who had been un- 
manageable and who had not responded previously to 
certain of the so-called physical therapys, particularly 
electroshock treatment. Originally more conservative in 
reported results, Kline * has recently also described 
most encouraging effects with the use of reserpine. 


From the Department of Psychiatry and Neurology, Medical College 
of Virginia. 

The reserpine (Serpasil) used in this study 
Pharmaceutical Products, Inc., Summit, N. J. 

Iwo of the cases were reported with the assistance of Dr. Milton D. 
Friedenberg. Drs. George W. Thoma, of the Virginia State Medical 
Examiner's Office, R. F. Gayle Lil, Rafael Delgado, and F. H. Badaro 
also assisted in assembling the material. 
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2. (a) Kline, N. S.: Use of Rauwolfia Serpentina Benth. in Neuro- 
psychiatric Conditions, Ann. New York Acad. Sc. 59: 107, 1954; (b) 
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Earlier studies ° on the pharmacology of this drug em- 
phasize that it has very low toxicity. Monkeys have tol- 
erated orally given doses up to 3 mg. per kilogram of 
body weight daily for six months and single intravenously 
given doses up to 4 mg. per kilogram without significant 
ill-effects. It has also been reported that a 20-month-old 
child accidentally ingested about 200 mg. of crystalline 
reserpine without critical ill-effect, 


RESULTS 

In our series of cases reserpine (Serpasil), both 
parenterally and by mouth, has proved a very helpful 
adjunct in the treatment of a number of psychiatric ill- 
nesses. It is the purpose of this report, however, to de- 
scribe certain dangerous side-effects we have observed 
when this drug has been combined with electroconvul- 
sive therapy, even though we have given relatively 
lower dosage than that reported by others in similar 
cases. We have given no more than 5 mg. a day paren- 
terally to any one patient, with orally given doses vary- 
ing between 0.25 mg. four times a day and | mg. twice 
a day. Until quite recently the side-effects in our cases 
corresponded with those already reported, namely, nasal 
stuffiness, lassitude, weakness, nightmares, vertigo, and 
diarrhea. Only on rare occasions were they considered 
sufficient reason for discontinuing medication. In the 
three months before we prepared this report, however, 
we witnessed several severe reactions in the use of reser- 
pine combined with electroconvulsive treatment. One 
patient died; in three other patients the vital signs were 
imperceptible for several minutes, the patients remain- 
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ing extremely confused, lethargic, and weak for the fol- 
lowing six to eight hours. Two other patients suffered 
falls in blood pressure to shock levels, which persisted 
for several hours after the electroconvulsive treatment. 
These reactions occurred in a series of 63 patients 
given both reserpine and electroconvulsive treatments 
during the past year. A subsequerit review of these cases 
has not revealed any predictable contraindication for 
this combination either in objective records of the pa- 
tients’ physical states or in their reported subjective sen- 
sations. There was also no correlation in terms of the 
drug dosage. Other patients in the total series tolerated 
a combination of reserpine, 2 mg. by mouth and 5 mg. 
intramuscularly daily, plus electroconvulsive treatments 
three times a week for periods as long as three months 
without showing any side-effect but mild drowsiness. 
Since reserpine has proved effective and increasingly 
popular in the management of disturbed patients, the 
possibility of similar occurrences elsewhere is further 
enhanced. In addition, it has been recently reported " 
that a period of transient excitement with exacerbation 
of symptoms is a characteristic stage of treatment with 
reserpine. This might lead some doctors to start electro- 
convulsive treatment immediately without stopping re- 
serpine therapy, and we have the very definite clinical 
impression that such a combination is dangerous. 


REPORT OF CASES 

Cast 1.—A 49-year-old white male was admitted to the 
hospital because of increased motor activity, pressure of speech. 
flight of ideas, and other symptoms of manic excitement. It was 
necessary to keep this patient in seclusion and, in controlling his 
motor excitement, to use amobarbital (Amytal) sodium intra- 
venously on several occasions. The last dose, 250 mg.. was 
administered 13 hours prior to his terminal episode and had 
little effect on his excited state. For three days prior to ad- 
mission this patient was given a total of | mg. of reserpine 
orally each day. Shortly after admission he was given 2.5 mg. 
of reserpine intramuscularly with no amelioration of symptoms. 
On the patient’s third hospital day, at 11:30 a. m., he was given 
another injection of 2.5 mg. of reserpine intramuscularly. Four 
and a half hours later he received an electroconvulsive treat- 
ment. The patient failed to breathe after this treatment and 
had no pulse. He was immediately given the usual respiratory 
and cardiac stimulants and artificial respiration with oxygen but 
failed to respond. Postmortem examination revealed cerebral 
edema, pulmonary edema, very mild cardiac hypertrophy (al- 
though there was no evidence of hypertension premorbidly), and 
mild hyperplasia of the adrenal cortex. It was the opinion of 
the pathologist that postmortem findings, both gross and micro- 
scopic, did not show anatomic cause for this patient's death. 

Case 2.—A 45-year-old white female entered the hospital in 
a State of overactivity and overtalkativeness of about 10 days’ 
duration somewhat similar to that in case |. Within 24 hours 
of admission to the hospital, the patient was started on a regimen 
of 2.5 mg. of reserpine intramuscularly twice a day. After five 
days of this treatment, the patient’s symptoms abated slightly, 
but it was felt that electroconvulsive treatments should be added. 
Mindful of the possible effect of reserpine in the previous case, 
the dosage was reduced in this patient on the day prior to treat- 
ment with the last dose given at bedtime. The next morning, 
12 hours after this injection, the patient was given an electro- 
convulsive treatment. The patient’s vital signs could not be ob- 
tained for several minutes following this. Cardiac and respira- 
tory stimulants and artificial respiration with oxygen were im- 
mediately administered and the patient gradually responded, 
although the pulse and spontaneous respiration were not evident 
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for approximately 15 minutes after the treatment. The patient 
remained lethargic for the following 12 hours and in addition 
developed bilateral pitting edema of both lower extremities. 
Reserpine therapy was discontinued, and the patient was studied 
exhaustively, both clinically from a physical and neurological 
standpoint and with comprehensive laboratory studies. These 
included the usual complete blood cell count, urinalysis, and 
studies of blood sugar, urea nitrogen, sodium, and potassium 
levels. Electrocardiographic and chest x-ray examination were 
also repeated. None of these examinations revealed any ab- 
normalities. After a lapse of four days after the termination of 
the reserpine therapy, electroconvulsive treatments were re- 
sumed. The patient responded promptly after each treatment. 


Cast 3.—A 52-year-old white female was admitted to the 
hospital with agitation, depression, and other symptoms charac- 
teristic of an involutional psychotic reaction. After her ad- 
mission studies and a period of several days’ observation, the 
patient was given a course of electroconvulsive therapy. After 
the ninth treatment, with only slight improvement of symptoms, 
she was given 2.5 mg. of reserpine intramuscularly twice a day. 
After only two injections of reserpine, with the last having been 
given the preceding evening, the patient was given her 10th 
electroconvulsive treatment. This was followed by a prolonged 
period of apnea, and her pulse was discernible only intermit- 
tently. With institution of the usual heroic stimulants her respira- 
tion spontaneously resumed and after about 10 minutes her 
pulse became full and regular, but she continued to be lethargic 
with generalized motor weakness for several hours. Intramus- 
cular administration of reserpine was then discontinued, and 
four days later electroconvulsive treatment was reinstituted. She 
received eight subsequent treatments, which she tolerated well. 

Case 4.—A 29-year-old white female was admitted to the 
hospital with the diagnosis of schizophrenic reaction, hebephrenic 
type. On admission the patient was slowed-up, withdrawn, and 
negativistic, with alternating periods of aggressive and assaultive 
behavior. One milligram of reserpine was given orally each day. 
Three days after admission electroconvulsive treatments were 
Started and she was given one a day for three days. After the 
third treatment there was the same prolonged period of apnea 
and lack of discernible pulse described in the previous cases. 
She eventually responded to resuscitative measures but continued 
to be quite confused and lethargic the remainder of the day. 

Case 5.—A patient had been receiving electroconvulsive treat- 
ments for some months in addition to being given | mg. of 
reserpine orally each day. After an isolated electroccnvulsive 
treatment, the patient showed a precipitous fall in blood pressure, 
which persisted for some two hours after treatment at levels of 
80/40 mm. Hg. This was accompanied by subjective and ob- 
jective drowsiness and confusion. The orally given dose of 
reserpine was reduced by one-half, and two weeks later the 
patient again received an electroconvulsive treatment with no 
untoward side-effects. 

Case 6.—A 55-year-old female was admitted to the hospital 
with ideas of reference, auditory hallucinations, religious pre- 
occupation, and periods of agitated depression. The result of 
physical examination was not remarkable except for a blood 
pressure of 150/90 mm. Hg and a transient sinus tachycardia 
with pulse rate of 130. She was given a course of 10 electro- 
convulsive treatments, and after the seventh treatment she was 
also given 2.5 mg. of reserpine intramuscularly twice a day; this 
therapy was continued for Il days beyond the termination of 
electroconvulsive treatments. Suddenly on the 12th day the 
patient became stuporous and pale, sweating profusely. The 
blood pressure was recorded at 80/40 mm. Hg with a pulse rate 
of 60. Reserpine therapy was discontinued and the blood pres- 
sure gradually returned to previous levels with the symptoms 
resolving Over a period of several hours. Immediate investiga- 
tion, both during and after this attack, was conducted with 
complete neurological study and thorough examination by the 
medical department. This survey failed to find an anatomic or 
pathological cause for the reaction. This does not necessarily 
mean that none existed, but it is known that this patient had 
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been receiving 5 mg. of reserpine intramuscularly for the pre- 
ceding 24 days and for the first 5 days in combination with 
electroconvulsive treatment. 


COMMENT 

Attempts to explain the reaction seen in these patienis 
have proved unrewarding. This is further compounded 
by the fact that studies to determine accurately either 
the site or mode of action in electroconvulsive treat- 
ments have not been convincing. Other investigators 
have held that, because of the latent period following 
intravenous injection of reserpine, subsequent effects 
are duc to some unknown product of the further metab- 
olism of the drug. There seems to be agreement that this 
breakdown product suppresses the sympathetic centers 
in the hypothalamic area of the brain stem.‘ Experi- 
mentally, acute lethal doses in animals caused respiratory 
failure on a central basis. Reserpine,“ however, did not 
block the pressor response following increased intra- 
cranial pressure, which according to Yesinick and Gell- 
horn, is due to asphyxial stimulation of the vasomotor 
center. Reserpine, also, has been shown to lower the 
convulsive threshold in animals, yet in our cases min- 
imal convulsive levels of current were used. In the fatality 
reported one might question the part played by bar- 
biturates, and yet the final intravenous dose of 250 mg. 
preceded the intramuscular use of reserpine by 82 hours 
and the electroconvulsive treatment by 13 hours. Post- 
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mortem examination did not show any reason why the 
barbiturate would not have been destroyed and excreted 
in that time. Complete physical and laboratory studies, 
both before and after the critical treatment, did not re- 
veal a predictable reason for the untoward reactions. 


SUMMARY 
Severe reactions, including one fatality, have been 
observed in 6 of a total of 63 patients receiving a com- 
bination of reserpine (Serpasil) and electroconvulsive 
treatment. There was no correlation between either the 
amount or the route of administration of reserpine and 
the severity of the reaction. Minimal convulsive dosage 
was employed with the electroconvulsive apparatus. 
Complete clinical and laboratory studies of the patients 
both before and after the critical treatments did not 
show an adequate or predictable cause for the untoward 

effects in these particular patients. 


ADDENDUM 
Since the date of writing of this report, we have found 
evidence indicating that a minimum of seven days should 
elapse after reserpine therapy before the initiation of 
electroconvulsive treatment. 
1200 E. Broad St. (19) (Dr. Foster). 


4. Schneider, J. A., and Earl, A. E.: Effects of Serpasil on Behavior 
and Autonomic Regulating Mechanisms, Neurology 4: 657, 1954. 


PROGRESS REPORT ON THE POLIOMYELITIS VACCINE PROGRAM 


Otis L. Anderson, M.D., Washington, D. C. 


Within a relatively short space of time there has been 
significant progress toward immunizing the most sus- 
ceptible segment of the nation’s population against polio- 
myelitis. At the inception of the program, with only six 
manufacturers licensed to produce the vaccine, it was 
obvious that demand would far exceed the supply. Rec- 
ognizing this problem, the Secretary of the Department 
of Health, Education, and Welfare appointed the Na- 
tional Advisory Committee on Poliomyelitis Vaccine to 
make recommendations regarding the most satisfactory 
method of equitably distributing the vaccine available. 
This committee is broadly representative of the medical 
profession, pharmaceutical and drug industries, parents 
and teachers groups, and state and local health agencies. 
Dr. Chester S. Keefer, until recently Special Assistant to 
the Secretary for Health and Medical Affairs, is chair- 
man of the committee. The secretariat is made up of 
staff of the Public Health Service. Based on recommen- 
dations of the National Advisory Committee, the volun- 
tary system of allocating vaccine among the States was 
adopted by the Department of Health, Education, and 


Welfare. 
ALLOCATION SYSTEM 


Under the voluntary allocation system developed, it is 
the responsibility of the federal government to arrange 
for the equitable apportioning of poliomyelitis vaccine 


Assistant Surgeon General; Chief, Bureau of State Services, Public 
Health Service, U. S. Department of Health, Education, and Welfare. 


among the states—in accordance with each state’s popu- 
lation in the currently recommended priority group. In 
formulating plans for the interstate distribution of vac- 
cine, the Public Health Service consulted extensively with 
the vaccine manufacturers, representatives of the phar- 
maceutical and drug industries, and the Association of 
State and Territorial Health Officers. With the concur- 
rence of these groups, each state is allocated its propor- 
tionate share of the vaccine supply periodically cleared 
and released by the National Institutes of Health. 

The equitable intrastate allocation of vaccine is the re- 
sponsibility of each state. Each governor has appointed 
an individual—in all cases the state health authority—to 
be responsible for this program in his state. Each state 
has also appointed an advisory committee with medical, 
pharmaceutical, drug, and—in some cases—other ap- 
propriate representatives to assist in the program. The 
state is responsible for determining the percentage of its 
share of all vaccine released that will be purchased by 
public agencies, and the percentage to be sold through 
commercial channels to drugstores and physicians. This 
decision on the part of each state is passed on to the vac- 
cine manufacturers by the Public Health Service. The 
manufacturers have all agreed to adhere to state wishes 
in the sale of vaccine. 

During the early months of the program, the National 
Advisory Committee recommended that its administra- 
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tion be restricted to children in the 5-through-9-year age 
group. On a nationwide basis, this group was at greatest 
risk. As of Oct. 12, the vaccine supply was approaching 
fulfillment of the demand for the 5-through-9-year age 
group. Almost 24 million cubic centimeters of vaccine 
had been released by the PHS—enough to give two 
injections to three-fourths of the 16 million children in 
this age category. Virtually all states had recommended 
to the service that the priority group be enlarged so that 
vaccinations might be extended to additional ages. This 
would expedite prompt use of the vaccine before its 
six-month expiration date. 

In view of these facts, the National Advisory Commit- 
tee recommended to the secretary that the priority age 
group be broadened. Within a range extending from 
birth through 14 years of age, states may establish prior- 
ities most closely related to their own pattern of disease 
incidence. They may also include pregnant women, 
whose susceptibility to poliomyelitis is about the same 
as that of 10-year-olds and twice the rate among other 
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FINANCING 


In order that poliomyelitis vaccine might be avail- 
able to all the population as needed—and considering 
those who might be financially unable to obtain vaccine 
in their own behalf—17 states and 2 territories made 
available to their health departments a total of approxi- 
mately 6 million dollars for the purchase of vaccine. 

The federal government, likewise, has provided as- 
sistance. Shortly after licenses were issued to six manu- 
facturers to produce and distribute the vaccine, Presi- 
dent Eisenhower promised the American people that 
he would recommend a program that would assure that 
no child would be denied poliomyelitis vaccine be- 
cause of inability to pay for it. Legislation to put into 
effect the administration’s program was introduced in 
both houses of Congress. Other bills providing for fed- 
eral sharing of the cost of vaccine and administration of 
the program were also introduced. 

The Poliomyelitis Vaccination Assistance Act of 
1955, passed in the closing days of the congressional 


Paralytic Poliomyelitis Attack Rates in Vaccinated and Unvaccinated Children 


Period Studied, 


Vaccinated Redue- 


Unvaecinated 
tion 


No. of Rute 


é No. of Rate in 
Group Paraly tie er Parulytie Per Rates, 
State Studied From To Population Cases 100,000 Population Cases 100,000 
6-8 615 15 $31,000 45 10.0 345,000 13 3.3 “7 
1/ 10/22 89400 0.1 106,120 6 5.7 72 
4°15 10/21 224,507 1.0 149,664 2 1.3 7 
6-11 4.16 10,23 262 400 7.6 174,200 6 3.4 
6-4 118 915 326 000 34 14 357 1.4 
6-9 5/20 10/28 33,259 30.1 112,115 2.7 9] 
6-10 §/21 1021 282 0.0 448,500 Is 1.0 
412 10/21 232,133 25 10.8 166 20 
7-4 §/22 8/23 16,188 7 3.2 47,852 
* Summary of special studies from 11 states and New York City-—preliminary reports received through Noy. 1, i995. Data obtained from attaeh 
ment to Poliomyelitis Surveillance Report no. 50, Nov. 10, 1955, 


women of comparable age. This flexibility was recom- 
mended by the committee because of state variations in 
the incidence of poliomyelitis among the different age 
groups. 

Because vaccine supplies still remain short of total de- 
mand, the secretary has recommended that each state 
initially extend its priority groups to embrace no more 
than five additional years of age outside the former 5- 
through-9-year priority. This is to enable the states 
to move, in an orderly way, into lower or higher age 
groups, according to their particular problems of inci- 
dence and severity of the disease. Although the federal 
priorities are not binding upon the states, they have been 
followed with few exceptions. State priorities are de- 
termined by state health departments, assisted by their 
advisory committees. With the broadening of the priority 
group, the allocation of vaccine among the states will 
now be based on their need for vaccine to complete the 
vaccination of children under 15 years and pregnant 
women. This involves an addition of approximately 
36,500,000 persons to the priority group. 


session, authorizes grants to states for purchase of polio- 
myelitis vaccine, for planning vaccination programs 
within the states, and for conducting such programs 
through public agencies. The act expires Feb. 15, 1956. 
Congress appropriated 30 million dollars in grants for 
this program. These funds are available for obligation 
by states through Feb. 14, 1956. It is too early to predict 
whether an extension of the act will be requested—or in 
what form. Of the 30 million dollars appropriated, 25 
million dollars was allotted among the states for purchase 
of vaccine. The allotment formula is based on eligible 
population (unvaccinated children under 20 years of 
age and expectant mothers) and per capita income. The 
remaining 5 million dollars is available for expenses 
connected with planning and conducting vaccination pro- 
grams through public agencies, including the purchase 
of vaccine. No state matching is required for either por- 
tion of the allotment. The Public Health Service may 
furnish vaccine in lieu of cash to a state, if the state so 
requests. Twenty states have requested that the service 
purchase vaccine for them in lieu of cash payments. 
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In addition, congress appropriated $4,500,000 as a 
supplement to the General Health Grant of the Public 
Health Service. These funds are earmarked and may 
be used only for planning and operating the intrastate 
vaccine distribution system and for planning and con- 
ducting public vaccination programs. Funds from this 
appropriation are available through June 30, 1956. 

As a condition to receiving payments under the Polio- 
myelitis Vaccination Assistance Act, state plans must 
contain assurance that no means test will be imposed for 
poliomyelitis vaccination services provided through pub- 
lic agencies. This assurance is required for all programs 
conducted by public agencies regardless of whether the 
vaccine is purchased with federal funds or with state or 
local funds. The restriction in the act against use of a 
means test as a condition of eligibility does not apply 
to the administration of poliomyelitis vaccine by private 
physicians or nonprofit organizations when they are not 
acting as employees or agents of a public agency—even 
though the vaccine may have been purchased with fed- 
eral grant funds. 


ADMISSION RATE 
100, 000 POP. 


Under 5 5 6 7 8 9 10-14 15-19 20-24 5-7 30 & Over 


Number of persons with acute poliomyelitis admitted to hospitals per 
100,000 population with onset of cases June 26-Sept. 17, 1955, and June 
20-Sept. 10, 1954 (based on tabulation of hospital admissions supplied by 
the National Foundation for Infantile Paralysis). 


Because of individual needs and situations, there is 
considerable variation among the state plans with respect 
to the division of vaccine between public agency and 
commercial purchasers. Some states have requested that 
their entire allotment go to public agencies; some that 
all go through normal distribution channels to retail 
druggists and physician; and some that the distribution 
be split. On a national basis, the vaccine released for 
sale has been about equally divided between public 
agencies and commercial purchasers. 

AVAILABILITY 

The fact that some states are purchasing their entire 
allotments of vaccine with tax funds does not mean that 
this vaccine will not be available to physicians for use in 
their private practices. Most state plans indicate that de- 
tails for administration of the vaccine are being de- 
veloped locally through the cooperative efforts of local 
medical societies and health departments. Some counties 
and cities will hold public clinics; some will rely chiefly 
on private physicians; and many will make the vaccine 
available both in public clinics and to private physicians. 


Since April 12 (and including vaccine released sub- 
sequent to Oct. 12) a total of almost 25 million cubic 
centimeters of vaccine have been released by the PHS 
—13,500,000 for the National Foundation for Infantile 
Paralysis, 11,000,000 for interstate distribution, and 
500,000 released before voluntary controls were put 
into effect. Over 6,500,000 children have been reached 
by the foundation-supported program, which provides 
two injections for children who were in first and second 
grades in the Spring of 1955. The vaccine needs of this 
program have now been essentially satisfied. 

It is impossible to predict with any certainty the avail- 
ability of future vaccine supplies. On the basis of cur- 
rent output, however, the Public Health Service expects 
that if the states concentrate on the next most susceptible 
groups—within the five additional years recommended 
—it will be possible to give these groups some protection 
by the start of the next poliomyelitis season. 

The Public Health Service is continuing to receive en- 
couraging reports as to the safety and effectiveness of 
the vaccine now being released for use. The Poliomyelitis 
Surveillance Unit of the Public Health Service, with 
headquarters at the Communicable Disease Center in 
Atlanta, Ga., is serving as a clearing-house for a nation- 
wide study to determine the effectiveness of poliomyelitis 
vaccine as used this year and to report the experience 
of children vaccinated in the field trial. All state and ter- 
ritorial health departments, more than 40 virus labora- 
tories, the National Office of Vital Statistics, the National 
Foundation for Infantile Paralysis, and others are par- 
ticipating in the study. 

RESULTS OF USE 

The results of this year’s use of poliomyelitis vaccine 
cannot be stated precisely at the present time. Only par- 
tial, preliminary reports on this season’s occurrence of 
poliomyelitis throughout the nation have been received. 
There is always some lag in reporting, and many weeks 
are needed to verify diagnoses and to determine the ex- 
tent of paralysis in reported cases. 

Although final conclusions cannot be drawn, the first 
“returns” are very favorable. The number of reported 
cases of poliomyelitis, paralytic and nonparalytic, 
among 7 million vaccinated children throughout the 
United States is now running 25% to 50% below the 
incidence expected without vaccination in the same age 
groups. All states and territories are participating in this 
part of the study. During the first month or two follow- 
ing injections, about as many cases were reported in 
vaccinated children as were expected. But after the sec- 
ond month, the frequency was substantially lower. Also, 
strong evidence of lessened severity became apparent 
after the second month, when reported cases among vac- 
cinated children became predominantly nonparalytic. 

Special studies are being carried out in nearly half 
of the states to measure the poliomyelitis experience of 
children 5-10 years of age. Early reports from 12 
areas show that paralytic attack rates among vaccinated 
children are strikingly lower than among unvaccinated 
children of the same ages. Differences in rates for the 
several states range from 55% to 91% (table). In 
epidemic areas, particularly in New England and 
Wisconsin, the infrequency of paralytic cases among 
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vaccinated children is notable. Especially intensive 
Studies are being conducted in these states. In 
these high-incidence areas, the immunity of vaccinated 
children has been put to the severest test. It is expected 
that these studies in epidemic areas will provide the 
most definitive evidence regarding the effectiveness of 
the vaccine this year. The Massachusetts study, in par- 
ticular, should yield a wealth of significant data. The 
number of paralytic cases among children vaccinated in 
the 1954 field trial, with or without “booster” injections 
this year, is too small for evaluation as yet. The rarity 
of paralytic cases in this group, however, is outstanding, 
so far. Thirty-three states are submitting to the Polio- 
myelitis Surveillance Unit current reports of poliomye- 
litis cases by single years of age. These figures, when 
compared with similar figures from 21 states for 1952, 
show reduction in the incidence of paralytic poliomyelitis 
among 7- and 8-year-old children. This early evidence 1s 
significant because the use of poliomyelitis vaccine has 
been restricted this year chiefly to these age groups. 


RADIOLOGICAL DIAGNOSIS—OLNICK ET AL. 1525 


A tabulation of routine hospital admissions for acute 
poliomyelitis by the National Foundation for Infantile 
Paralysis for 1954 and 1955 gives further support to 
these early leads (figure). In 1954, between June 20 and 
Sept. 10, the admission rate climbed to a peak at azes 
4-8 years and then followed a gradua! downward trend 
with advancing age. For the comparable period in 1955 
on the other hand, admission rates peak at ages 5 and 
6 years, then drop markedly among 7- and 8-year-olds, 
and rise again at age 9 years. Thus the vaccine appears 
to have caused a distinct decrease in 1955 poliomyelitis 
admission rates for 7- and 8-year-olds. This, of course, 
is the age group reached by the vaccination program sup- 
ported by the National Foundation for Infantile Paraly- 
sis. Again, the tentative nature of these data must be 
stressed. As mentioned before, they are based on pre- 
liminary, and as yet incomplete, reports of the experience 
of children of limited age groups. But no major departure 
from these favorable trends is anticipated, although the 
precise rates may change. 


RADIOLOGICAL DIAGNOSIS OF RETAINED SURGICAL SPONGES 


Herbert M. Olnick, M.D., Macon, Ga., H. Stephen Weens, M.D. 


James V. Rogers Jr., 


As long as nonabsorbable materials are used in the 
manufacture of surgical gauze, the specter of the retained 
sponge or laparotomy pack will continue to be a night- 
mare to the practicing surgeon. With surprising ease 
difficult to appreciate, an operative instrument or pack 
may disappear from sight while the mind and hands of 
the operator are preoccupied with the operative proce- 
dure. Such unfortunate accidents are known to have 
occurred even with skilled surgeons working under the 
most favorable conditions. The relative paucity of re- 
ports on the subject is easy to understand in view of the 
stigma and medicolegal liability implied in the admission 
of the technical oversight. 


SURGICAL PATHOLOGY 

The clinical and radiological features of the retained 
sponge can be understood in the light of the surgical 
pathology. The body reacts to the foreign substance by 
inflammation that may be of an aseptic fibrinous type, 
producing adhesions and encapsulation, or may be exu- 
dative in nature, with abscess formation, with or without 
secondary bacterial invasion. The development of an 
abscess represents an attempt by the body to extrude the 
foreign material, either externally or into a hollow viscus. 
A sinus tract or fecal fistula may develop, which can 
heal only after spontaneous expulsion or surgical re- 
moval of the irritant. Abscesses comprise most of the 
cases in the early postoperative period, since they pro- 
duce urgent clinical symptoms. Fever, anemia, and 
weight loss to a degree simulating cachexia from ad- 
vanced cancer may be present. 

Low-grade inflammation creates adhesive encapsula- 
tion and produces obstructive symptoms, usually after 
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several months, although this may occur in the immedi- 
ate postoperative period. The fibrous capsule with dense 
inflammatory adhesions may produce a palpable mass. 
In rare instances, calcium may be deposited in the fibrous 
capsule regardless of whether the foreign material is in 
contact with intestinal or urinary contents. While all of 
the reticular spaces of the sponge may be filled with just 
fluid or gas, later the entire sponge may become organ- 
ized into a solid mass. 


RADIOLOGICAL FEATURES 

Our paper is not intended to expand upon the classic 
work of Crossen and Crossen'! who have discussed in 
great detail the clinical, pathological, and statistical fea- 
tures of retained foreign bodies. These authors appre- 
ciated many years ago the potential value of the x-ray 
examination and discussed some of the earlier efforts to 
incorporate radiopaque material in gauze. Our paper 
purports, by means of illustrated case reports, to enlarge 
upon the seldom-described radiological features that may 
be of considerable importance in the proper recognition 
of these retained foreign bodies, whether they be opaque 
or nonopaque. 

While in some cases there is no roentgen evidence, in 
most cases One or more signs will be seen. The most im- 


Radiologist, Middle Georgia Hospital (Dr. Olnick), and Professor of 
Radiology (Dr. Weens) and Assistant Professor of Radiology (Dr. Rogers), 
Emory University Medical School. 

Read betore the Section on Radiology at the 104th Annual Meeting 
of the American Medical Association, Atlantic City, June 7, 195§5. 

Dr. |. Berger of the Veterans Administration Hospital, Chamblee, Ga. 
gave permission to report the case illustrated in figure 3. 

1. Crossen, H. S., and Crossen, D. F.: Foreign Bodies Left in the 
Abdomen: The Surgical Problems, Cases, Treatment, Prevention: The 
Legal Problems, Cases, Decisions, Responsibilities, St. Louis, C. V. Mosby 
Company, 1940. 


and 
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portant clue is the presence of the radiopaque insert that 
most operating rooms are now utilizing in their surgical 
gauze. The x-ray detectable sponges and laparotomy 
packs commercially available contain a radiopaque in- 
sert made of barium sulfate and inert plastic materials. 


Fig. 1.—Radiographic appearance of commercially available radiopaque 
inserts, grouped according to manufacturer. Those on the left have super- 
seded those shown on the right. 


The morphology of the inserts differs with each manufac- 
turer. However, there are only two types: the mono- 
filament or thread type, and the ribbon type. Figure | 
illustrates the x-ray appearance of the original and cur- 
rent inserts that are or have been commercially available. 
It must be appreciated that the appearance of the indi- 


Fig. 2.—Obstructive symptoms six weeks after cesarean section. Note 


whirl-like gas pattern surrounding the filiform opaque insert. Operation 
revealed laparotomy pack totally within the jejunum. 


vidual tell-tale sign will vary with folding and twisting of 
the sponge. The barium of the older type inserts tended 
to diffuse or collect into irregular form after long-con- 
tinued retention in body tissues. Gastrointestinal studies 
tend to obscure the radiopaque inserts, since the fiber pat- 


2. Fair, G. L.: Foreign Body in the Abdomen Causing Obstruction, 


Am. J. Surg. 86: 472-475, 1953. 
3. Makai, E., cited by Crossen and Crossen.' Warneyer, O., cited by 
Crossen and Crossen,' p. 460. 
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tern resembles that of the mucous membrane of the in- 
testine. 

The sponge is also recognizable by the presence of 
gas trapped between the fibers, giving a characteristic 
whirl-like configuration (fig. 2). In some instances, the 
gas is intestinal in origin, and in other instances it is 
formed by bacteria in an abscess. A palpable mass cor- 
responding to the foreign body and the surrounding tissue 
reaction is often sharply outlined on the roentgenogram 
(fig. 2). If adherent to the parietal peritoneum, it will 
be fixed. If encapsulated entirely by the mesentery, it 
may be freely movable. “Our series contains one case 
in which the sponge showed calcification (fig. 3). This 
is arare manifestation. Crossen and Crossen stated that 
calcification occurred only when the sponge was in 
contact with the lumen of either the intestinal tract or 
the urinary tract. However, cases of calcification of 


Fig. 3.—Roentgenogram taken 14 years after appendectomy. The patient 
had abdominal pain, nausea, and tenesmus. Note calcified mass overlying 
left side of L-4 and L-S (arrows). Operation showed a degenerated sponge 
enveloped in scar tissue lying at the mesenteric border of small intestine. 


retained sponges lying entirely within the peritoneal 
cavity have been reported.’ The case illustrated in fig- 
ure 3 is one such instance. 

If a sinus tract is present, the sponge may be visual- 
ized indirectly by the injection of iodized oil. This method 
of radiographic diagnosis was mentioned in a book by 
Crossen and Crossen, who cited two instances ° from 
the literature wherein the diagnosis was made by this 
method. We were unable to find any recent cases in 
which use of this method was reported. The iodized oil 
enters the depths of the tract outlining the large pocket 
and fills the meshwork of the sponge, corresponding to its 
fiber structure (fig. 4). Injection of radiopaque oil was 
of diagnostic value in three cases in our series. In a 
similar fashion, barium administered for a gastroin- 
testinal x-ray examination outlined the silhouette and 
interstices of a laparotomy pack within the small in- 
testine. 
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Any instance in which a patient after operation has 
an unexplained mass, sinus tract, or intestinal obstruc- 
tion should immediately put the radiologist on the alert 
for the possibility of a retained sponge. While most 
sponges nowadays have the opaque insert, patients op- 
erated on before the era of radiopaque sponges may still 


Fig. 4.—Roentgenogram taken after injection of iodized oil (Lipiodol) 
into retroperitoneal sinus tract outlining meshwork of sponge. Patient had 
sinus tract for 18 months after nephrostomy. After removal of sponge, the 
sinus promptly healed. 
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present themselves after many years to become today’s 
diagnostic problem. Further, detection of the opaque 
insert may be hindered by overlying bony structures and 
by an atypical appearance of the insert itself. 


SUMMARY AND CONCLUSIONS 


The following features in the recognition of retained 
sponges and laparotemy packs should be considered. 1. 
The radiopaque insert may be readily demonstrated by 
appropriate radiological studies. One should recognize, 
however, that the pattern of the insert may be distorted 
by folding, twisting, and disintegration. Also, a gastro- 
intestinal pattern may be simulated by the appearance of 
the insert. 2. Gas formation in the sponge mesh may 
produce a whirl-like pattern that is detectable on ra- 
diological examination. 3. In many instances, the sponge 
may form a well-circumscribed mass by encapsulation. 
4. In rare instances, calcification of this mass may take 
place that may be demonstrated on radiological exam- 
ination. 5. In cases of sinus tract development, injection 
of opaque material into the sponge mesh identifies the 
retention of the foreign body. 6. If the foreign body 
ruptures into the intestinal lumen, a bizarre pattern may 
be demonstrated on gastrointestinal examination. While 
such evidence is not present in every case of this serious 
surgical complication, careful attention to the radio- 
graphic manifestations described here permit, in many 
instances, accurate diagnosis. 

724 Hemlock St. (Dr. Olnick). 


EIGHT PATIENTS WITH ADRENAL CORTICAL HYPOFUNCTION 


SURVIVING MORE THAN FIFTEEN 


YEARS 


Leonard G. Rowntree, M.D., Miami, Fla. 


The purpose of this communication is to report the 
unusually prolonged survival time in several cases of 
adrenal cortical hypofunction (Addison’s disease). 
Eight have survived from 15 to 18 years. The cases 
here reported fall into two categories. 1. In three early 
cases, recorded in 1940, the patients survived 15 years 
or more. Judged by present-day standards, their treat- 
ment may be regarded as inadequate in several respects, 
though in two of the three cases Swingle’s cortical ex- 
tract (noncommercial adrenal cortical hormone with a 
daily increment of sodium as chloride citrate and bicar- 
bonate) and adequate sodium were used after 1933. 
2. In eight consecutive cases of adrenal cortical hypo- 
function, the patients were placed on a regimen of 
Swingle’s cortical extract between 1933 and 1940. Their 
treatment, I believe, has been adequate and highly satis- 
factory. Since all the cases have been previously re- 
ported in considerable detail, only thumbnail sketches 
are presented here. 


REPORT OF CASES 
Case 1.—A 44-year-old man had a diagnosis of adrenal 
cortical hypofunction made at the Mayo Clinic, Rochester, 
Minn., in 1917. It was considered to be secondary to tuber- 
culosis of the adrenal glands; this was finally confirmed at 
autopsy in 1935. The case was remarkable not only for its long 
survival of [8 years, but also because the patient ran the gamut 


of many forms of therapy. He was one of the first cases in 
which diminution of the blood and plasma volume were recog- 
nized as a factor in the crises of the disease, and one of the 
first cases in which bilateral calcification of the adrenals was 
demonstrated clinically by x-ray and confirmed at autopsy. 

Case 2.—A 37-year-old man was admitted to the Mayo Clinic 
in 1926 with syphilis and adrenal cortical hypofunction con- 
sidered to be of syphilitic origin. X-rays of the adrenal glands 
revealed no calcification. The course of the disease was some- 
what milder than usual. He was followed at the Mayo Clinic 
for a number of years and was reported to be alive and working 
15 years later. Adrenal cortical hypofunction had developed in 
1924, and the patient reported to me by letter in 1939, at which 
time he was taking an extra 8 gm. of salt daily and cortical 
hormone by injection once weekly. Since 1939 I have had no 
further contact with this patient. 

Cast 3.—A 26-year-old man entered the Mayo Clinic in 1922, 
complaining of great weakness and weight loss. He exhibited 
the typical pigmentation of the skin, lips, and buccal mucosa, 
together with many black freckles. This patient had developed 
a bleeding duodenal ulcer in 1921, for which he was kept in 
bed for eight weeks. Subsequently he developed the typical 
manifestations of adrenal cortical hypofunction. His pigmenta- 
tion was extreme and was diagnosed by dermatologists as being 
caused by adrenal cortical hypofunction. This patient did excep- 
tionally well on the Muirhead regimen (epinephrine and supra- 
renal cortex). In 1931 his family physician wrote me _ that 
recovery was complete and the patient was in perfect health and 
free of any evidence of adrenal cortical hypofunction. In my 
opinion this represents an arrested case or an actual cure. 


* 
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Fortunately | saw the patient personally subsequent to his re- 
covery. His pigmentation had completely disappeared, his blood 
pressure and weight were normal, and survival was !7 years. 


The second group is comprised of five patients be- 
longing to a series of eight given Swingle’s cortical ex- 
tract and extra sodium between 1933 and 1940. Five 
of these patients (60% ) survived 15 years, of whom 
four are still living after 15 years, with an average sur- 
vival of nearly 17 years. Four of the eight are dead, 
surviving 9, 10, 11, and 15 years respectively. A word 
should be said about those who died. In three of the 
cases two succumbed after undue exposure and one died 
through failure to keep himself supplied with medica- 
tion. The fourth died of diffuse vascular disease and 
without adrenal insufficiency. This patient was regarded 
as having an arrested case and was considered actually 
cured of adrenal cortical hypofunction. 


Case 4.—A 50-year-old man was referred to me in 1933 with 
the marked and unmistakable features of adrenal cortical hypo- 
function. His response to Swingle’s cortical extract and extra 
salt was miraculous. For 15 years he continued to work daily 
as a chief executive. In December, 1948, he was exposed to a 
blizzard for which he was not prepared, walking for some miles 
in thin shoes and light clothing. After reaching home, chilled, 
he collapsed. His local doctor stayed with him throughout the 
night, but before dawn the patient went into a severe adrenal 
cortical hypofunction crisis and died. Had he not been so 
exposed he might have lived years longer. Autopsy confirmed 
the diagnosis of adrenal cortical hypofunction of tubercular 
origin. 


The following four patients are still living and in ex- 
cellent clinical condition. All are receiving active treat- 
ment. 


Case §5.—A 32-year-old woman became ill with the “grippe” 
in 1937, after the birth of her second child. I saw her in con- 
sultation while she was hospitalized in Easton, Pa. Her pig- 
mentation was marked, her weakness extreme, and her weight 
loss considerable. The diagnosis was unmistakably adrenal cor- 
tical hypofunction, and she was placed on a regimen of large 
doses of cortical hormone, together with extra salt and vitamin 
C. This was continued for six years with excellent results. Dur- 
ing World War II the supply of cortical extract became limited 
so she was given implantations of pellets that have been con- 
tinued for more than 10 years. Her pigmentation was marked. 
She has kept in touch with me intermittently throughout the 
years, and on her last visit two years ago, she appeared normal 
in every way and was living the life of a normal housewife. 

Cast 6.—A 21-year-old man was seen in the Delaware County 
Hespital near Philadelphia. He was in a serious crisis of 
adrenal cortical hypofunction and in a state of considerable 
mental derangement. He was given large doses of cortical ex- 
tract and extra salt daily, a regimen he has continued for 15 
years. He now leads the normal life of a normal young office 
man. He has had two minor crises, each of which kept him in 
bed for 10 to 14 days. Euphoria has been striking: however, he 
has remained thin, weighing 124 Ib. (56.3 kg.): his systolic blood 
pressure has remained low, rarely exceeding 90 to 100 mm. Hg: 
and his pigmentation, though slight, has continued. With the 
hope of boosting his blood pressure, corticosterone was adminis- 
tered once weekly without noticeable results. Lately he has also 
taken 25 mg. of cortisone daily by mouth, also. This he claims 
has given him additional “pep.” The patient was last seen three 
months previous to this writing, at which time his mother stated 
that his illness actually started before December, 1939, and that 
it had continued unchanged until | saw him in June, 1940. This 
patient considers himself well, and he adheres strictly to his 
regimen. 

Case 7.—A 31-year-old woman was seen in my office in 
Philadelphia in June, 1939. Her clinical picture was typical of 


J.A.MLA., Dec. 17, 1955 


adrenal cortical hypofunction—weakness, exhaustion, nausea, 
vomiting, marked loss of weight, striking pigmentation, and 
hypotension. For 12 years she was treated exclusively with 
Swingle’s cortical extract and additional salt and did well except 
for infrequent and minor crises. During the years she developed 
some generalized arthritis that gave her considerable distress. 
This in part led to some changes in her management—the use 
of pellets and of cortisone and small doses of testosterone, along 
with infrequent and small injections of the cortical extract. When 
last seen a few months ago her clinical condition was excellent, 
the pigmentation and the arthralgia were markedly decreased 
almost to the vanishing point, and the euphoria was striking. 

Case 8.—A 32-year-old man came to my attention in May, 
1937, when his illness had been diagnosed as adrenal cortical 
hypofunction by his doctor in Albuquerque, N. Mex. He was 
critically ill at that time, and I advised against moving him but 
conferred with his physician by phone and letter. He was treated 
with the cortical extract and a daily increased increment of salt. 
In December, 1937, he consulted me in my office, at which time 
the diagnosis was confirmed. The patient did so well on treatment 
that during the following summer, on his own initiative, he 
reduced the medication to a minimum, whereupon he experi- 
enced a serious crisis and had to be brought back to the hospital 
in an ambulance. Following this, for 15 years the regimen has 
been continued religiously. Some three years ago he raised the 
question of treatment with cortisone. It was gradually added to 
his regimen and proved highly successful. The patient is still 
well, 18 vears later. 

COMMENT 

My major reason for continuing this regimen has been 
my fear of discontinuing it. Human lives were at stake. 
To me this regimen seemed the best and the safest 
available. The salt treatment alone in adrenal cortical 
hypofunction proved inetlective, dangerous, and inex- 
cusable. Many patients also need desoxycorticosterone 
acetate. In one series of cases known to me, six of the 
seven patients treated by pellet implantation died, the 
longest survival in the group being seven years. In this 
series of cases all the patients were living after 9 years. 
with an average survival of more than 10 years. This 
experience engendered confidence in the regimen and 
a strong reluctance to abandon it. Two patients re- 
covered. Swingle’s suprarenal cortical extract appears 
to be a fortunate mixture of adrenal hormones, the active 
principles being so balanced as to be generally effective 
in meeting the metabolic needs in cases of adrenal corti- 
cal hypofunction and yet devoid of any demonstrable 
toxic effects in any and all fields of metabolism con- 
cerned. I believe that this preparation may closely ap- 
proximate the physiological mixture of principles se- 
creted by the suprarenal glands, for nature rarely de- 
pends wholly on one hormone. 

The chief and only drawbacks to Swingle’s prepara- 
tion have been its unavailability to the sick and its high 
cost. All the solutions | have used were prepared and 
standardized by Dr. Swingle in his own laboratory. 
While the cost has been reduced to a minimum, it is still 
beyond the reach of many patients. The results in this 
small series of cases indicate that the additional cost of 
treatment is entirely justified. In the light of these results 
it would seem desirable that some way be found of mak- 
ing this preparation more generally available and at a 
cost that is within the reach of the average patient. 

While the specific regimen described is the chief fac- 
tor in the prolonged survival of these patients, other 
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factors undoubtedly enter into the picture, such as im- 
proved understanding of the disease and of the function 
of the adrenal glands, improved sanitation, better living 
conditions, the use of vitamins, the better care of pa- 
tients with tuberculosis, and the control of intercurrent 
infections by antibiotics. Singly or collectively, none 
of these factors can be considered more than contribu- 
tory to survival. However, the prolonged survival times 
here recorded (no deaths under 9 years, and five of 
eight patients surviving 15 to 18 years) suggest that this 
extract may have special virtues in prolonging life. It 
also suggests that it warrants further study. 


SUMMARY AND CONCLUSIONS 


The survival time in cases of adrenal cortical hypo- 
function (Addison’s disease) has generally been ma- 
terially prolonged through modern methods of treatment. 
Eight of my patients have survived for over 15 years. 
This covers an experience in the treatment of more than 
150 patients seen during the last 35 years. In a series of 
eight consecutive patients (1933-1940) treated with 
Swingle’s suprarenal cortical extract and with an ade- 
quate intake of salt daily, all survived for at least 9 
years, seven survived 10 years or more, and five sur- 
vived from 15 to 18 years. Two patients recovered. In 
several patients recourse was made to other adrenal 
preparations; two received pellet implantations late in the 
course of their disease and two were given small doses 
of cortisone. The survival time in this series sets a new 
record in adrenal cortical hypofunction though the num- 
ber of cases concerned is admittedly small. The results 
here presented suggest the desirability of finding ways 
and means to make Swingle’s suprarenal cortical ex- 
tract more generally available and at a lower cost or to 
compound some balanced m:xture of adrenal hormones 
that will serve as an effective and inexpensive substitute. 
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Housewives’ Dermatitis.—|This| is one of the commonest of 
occupational hazards. All soaps and detergents degrease the skin 
to some extent, in proportion to their cleaning efficiency. The 
results are essentially the same, whether the skin fat is emulsified 
and rinsed off or whether it is removed by solution. The denuded 
keratin becomes exposed to the action of the cleaner, for a 
shorter or a longer time, depending upon the ability of the 
sebaceous glands to replace the lost fat and on the emulsifying 
and spreading properties of the sweat. . . Once dermatitis 
has developed, avoidance of further exposure is essential, but 
at this stage rubber gloves are rarely tolerated. Mild cases 
recover with the use of bland applications; but in the severest 
forms recovery may take months or the dyskeratotic process 
may persist indefinitely because the germinal cells have been 
damaged. No cream can give back to denatured basal cells the 
power to form a normal keratinous layer. . Toilet soaps 
have a beneficial effect on the skin. When the skin is 
cleaned with soap and water an adsorption layer of soap is 
formed and is converted in less than an hour into a layer of 
free fatty acids which cling tenaciously to the skin. These fatty 
acids have beneficial (bactericidal) effects as well as very oc- 
casional harmful (allergenic) effects. Toilet soaps rarely cause 
dermatitis although they may aggravate existing dermatitis as, 
for that matter, may water itself.—B. Russell, M.D., Advances 
in the Treatment of Skin Diseases, The Practitioner, October, 
1955S. 
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CLINICAL NOTES 


FATAL POISONING WITH SODIUM 
FLUOROACETATE 


REPORT OF A CASE 


John L. Brockmann, M.D. 
Arthur V. McDowell, M.D. 
and 


William G. Leeds, M.D., Hartford, Conn. 


Extensive chemical research carried out in recent 
years has produced a rodenticide, sodium fluoroacetate, 
which has been found to be very effective and extremely 
toxic. Sodium fiuoroacetate, or “1080” as it was called 
during the investigation period, is said to be one of the 
most noxious substances known, since it is toxic to all 
mammals, man included.' Sodium fluoroacetate was first 
reported by Kalmbach.? With this poison rat control can 
be much more easily and effectively carried out than ever 
before; however, because of its extreme toxicity (three 
teaspoons of the watered solution used for rats is suffi- 
cient to cause death in the adult human being) many 
necessary precautions have been taken in its employ- 
ment and administration. It is distributed only to quali- 
fied members of governmental agencies and to properly 
insured and licensed pest control agencies and operators. 
In addition, strict regulations are imposed upon its use, 
and standard procedures are outlined in attempts to pre- 
vent the inadvertent poisoning of human beings and 
domestic animals. A technical bulletin is published by 
the manufacturers with instructions for usage." 

The drug is a colorless, odorless, and tasteless water- 
soluble salt. As a rat poison, it is prepared by dilution to 
one part in 300 or 500 parts of water. The drug is equally 
effective as a poison regardless of mode of entry. It may 
be absorbed through the intact skin but not readily; how. 
ever, it is easily absorbed through cuts and abrasions. ' 
It is rapidly absorbed in the gastrointestinal tract and 
may also be absorbed through the lungs by breathing 
dust containing the poison.' The theory has been ad- 
vanced by several writers that sodium fluoroacetate acts 
as a metabolic poison producing its lethal effects, not 
as a free fluoride, but as an intact molecule.‘ The exact 
mechanism has not, as yet, been uncovered, but it is 
felt that sodium fluoroacetate competes in reactions 
where acetate normally takes part. It has been suggested 


From Hartford Hospital. Dr. Brockmann is now a lieutenant (j.g.) in 
the U. S. Naval Reserve. 

Dr. Abraham Stolman, Toxicologist for the state of Connecticut. made 
the determinations of fluoride content. The Pathology Department ot 
Hartford Hospital (particularly Dr. George McAdams) made the post- 
mortem examination and synopsis of the findings. 
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that this interference with acetate metabolism may cause 
a piling-up of citrate.” 

Chenoweth and Gilman have studied extensively the 
reactions produced by sodium fluoroacetate in animals 
and have classified the animals in groups according to 
the reactions brought about in them by the agent.® The 
organ systems affected are chiefly the cardiorespiratory 
and central nervous systems. Briefly, the classification in- 
cludes the following: group 1, in which the action is a 
cardiac one, with death due to ventricular fibrillation: 
group 2, in which there is both a cardiorespiratory and 
central nervous system response, with death in respira- 
tory failure during convulsions or ventricular fibrillation; 
group 3, in which the primary effect is on the central 
nervous system, with no cardiac abnormality; and group 
4, in which there is an atypical response, including brady- 
cardia and respiratory depression. In man, sodium flu- 
oroacetate has been found to produce a mixed response, 
with elements of cardiorespiratory and central nervous 
system damage similar to that produced in monkeys.’ 

According to the available literature, there have been 
22 known cases of poisoning with sodium fluoroacetate. 
16 of which were fatal *; however, only 2 cases have been 
reported in the medical literature to our knowledge. One 
of these was fatal, the other was not. Gajdusek and 
Luther in 1950! reported a case of nonfatal poisoning 
in a 2-year-old infant, and in 1952 Harrisson and 
others ** reported a case of fatal poisoning. In each of 
these articles, the experimental and toxicologic literature 
was thoroughly reviewed, and the references are com- 
plete. Thus far there has been no case reported in which 
the exact quantity of the poison taken was known. Care- 
ful calculations in the cases mentioned have given ap- 
proximations of the amount ingested. It has been esti- 
mated that about 5 mg. per kilogram of body weight 
is lethal to man. In the case reported by Harrisson and 
others a minimum of 6 mg. per kilogram was ingested.*° 
In this paper a case of fatal poisoning with sodium flu- 
oroacetate is reported. We feel that this case is of par- 
ticular interest because the patient lived for five days 
after ingesting the poison and extensive laboratory work 
was therefore possible. A postmortem examination with 
analysis of the organ contents was also obtained. 


REPORT OF A CASE 

A 17-year-old boy, son of a professional rat exterminator, 
entered the emergency room of our hospital at 4 a. m., Jan. 1, 
1954, and told the nurse that he had ingested a solution of 
sodium fluoroacetate. The amount ingested could not be deter- 
mined accurately, but a previously unopened 8 oz. can of the 
material was found in his room half empty. Apparently, the 
boy had dissolved a large amount of the poison in water and 
swallowed the solution, after which he promptly vomited. He 
stated that he had noted almost immediate epigastric pain. He 
came to the hospital about 45 to 60 minutes after this incident. 
At the time of admission the patient was alert and responsive 
but complained of epigastric pain. A gastric lavage with starch 
water and magnesium sulfate was carried out immediately. 
During this procedure, the patient gradually became more and 
more unresponsive, and by 5:20 a. m. he was comatose. A half 
hour later he had a grand mal convulsion associated with fecal 
incontinence. 


6. Chenoweth, M. B.: Monofluoroacetic Acid and Related Compounds, 
J. Pharmacol. & Exper. Therap. 97: 383-424, 1949. 
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Physical Examination.—Blood pressure was 110 mm. Hg 
systolic and 70 mm. Hg diastolic. The pulse was irregular at a 
rate of 72 per minute, and the respirations were 16 per minute. 
The patient was in deep coma, unresponsive to painful stimuli. 
The skin was warm and dry. There was dusky cyanosis of the 
nailbeds and lips. The pupils were constricted but reacted nor- 
mally to light. The neck was supple. Lungs were completely 
clear throughout. Examination of the heart revealed the point 
of maximal impulse to be well localized in the fifth left inter- 
costal space medial to the midclavicular line. There was a normal 
sinus rhythm, with frequent ventricular premature beats (about 
16 to 20 per minute). The heart tones were of poor quality. No 
murmurs were heard. The abdomen was negative. Neurological 
examination revealed the cranial nerves to be intact, as far as 
could be determined. The abdominal reflexes were absent, and 
the Babinski sign was present bilaterally. There were frequent 
chewing movements of the jaws. The remainder of the exami- 
nation was not remarkable. An electrocardiogram obtained at 
this time showed the rate to be 72 and showed occasional 
ventricular premature contractions, a prolonged Q-T interval, 
the QRS complex negative in lead 1, the T wave negative in 
leads 2, 3, and aVF, and the T wave notched in leads V,, V4, 
and V.. This was interpreted as showing right axis deviation, 
ventricular premature contractions, and evidence of diffuse 
myocardial abnormality. 

Drug Therapy.—The patient was given oxygen by nasal 
catheter and procainamide (Pronestyl) hydrochloride, 500 mg. 
in 500 cc. of 5% dextrose in water, intravenously. During the 
next four hours, the heart sounds improved in quality and the 
rhythm was completely regular. Phenobarbital sodium or amo- 
barbital (Amytal) sodium was used to control the signs of cortical 
irritability. Eight hours after admission, the patient vomited 
some dark brown material, which gave a chemical reaction for 
blood by the benzidine test. Examination at this time revealed 
that the cyanosis had disappeared and the vital signs were 
normal. The skin was flushed. The heart seemed dilated as evi- 
denced by a very diffuse point of maximum impulse, 2 or 3 cm, 
outside the midclavicular line. Coma persisted. The neurological 
signs mentioned above were again demonstrated. 

During the next 12 hours, the patient became very restless, 
thrashing about in bed. There were frequent episodes of severe 
carpopedal spasm, while at other times all the muscles of the 
body became very spastic and it seemed that another grand mal 
seizure was imminent. These periods of neuromuscular hyper- 
activity were temporarily controlled by intravenous therapy with 
calcium gluconate, 10 cc. of a 10° solution. On the morning 
of the second day, acute pulmonary edema supervened. The 
patient was digitalized with lanatoside C. The pulmonary edema 
cleared readily, but coma persisted. The pupils were small and 
fixed to light, and the respiratory rate increased to 40 per minute. 
Blood pressure was 100/70 mm. Hg and the pulse 160 per 
minute and feeble. An electrocardiogram taken at this point re- 
vealed supraventricular tachycardia and the evidences of diffuse 
myocardial abnormality noted above. There were no premature 
beats. During the ensuing four hours, the pulse rate rose to 
180 per minute and the blood pressure dropped to 84/0 mm. Hg. 
Cheyne-Stokes respirations became evident, and the heart be- 
came further enlarged. Suction of the upper respiratory tract 
had to be carried out frequently, and an endotracheal tube was 
inserted. Because of the hypotension, levarterenol (Levophed) 
bitartrate therapy, 4 mg. in 1,000 cc. of 5% dextrose in water, 
was started by intravenous drip. This produced no appreciable 
effect on the blood pressure, although the pulse siowed a little 
and seemed stronger. At 11:30 p. m. of the second day, exami- 
nation showed no change in the physical findings, except that 
the pupils once again reacted to light. Levarterenol bitartrate 
therapy was discontinued, and procainamide hydrochloride, 
S00 mg. in 500 ce. of 5 dextrose in water, was again adminis- 
tered intravenously. Mephentermine (Wyamine) sulfate therapy, 
15 mg. every two hours by intramuscular injection, was tried. 
Calcium gluconate was given repeatedly to control the carpo- 
pedal spasm. 

Condition of Patient—On the third day the clinical picture 
and forms of therapy remained unchanged except for a further 
drop in blood pressure to the point of being unobtainable. An- 
other electrocardiogram showed no important changes when 
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compared with the previous ones, except for the addition of 
digitalis effect. The temperature continued to rise and reached 
a maximum of 104.6 F (40.3 C) late on the third day. On the 
fourth hospital day there was a tremendous increase in the 
amount of tracheobronchial secretions, which necessitated al- 
most constant suctioning. On this day it was decided to alternate 
S% alcohol in 10% dextrose in water intravenously with procain- 
amide hydrochloride intravenously. This treatment was carried 
on through the fifth day, when the patient’s condition seemed to 
improve a little. The blood pressure was obtainable at 100/60 
mm. Hg, though the pulse remained rapid (180 per minute) and 
feeble. The heart sounds remained “flabby” in character. The 
extremities became warmer and had a good color. The muscular 
and carpopedal spasms decreased remarkably after the start of 
intravenous therapy with alcohol. On the night of the fifth day, 
the tracheobronchial secretions became so copious and tenacious 
that an adequate airway was impossible without a tracheostomy. 
This procedure was therefore carried out. Thick yellowish-white 
mucoid material was suctioned from the lower trachea, and the 
airway immediately sounded clear and dry. Examination of the 
lungs at this time revealed them to be well aerated throughout. 
Coma, rapid and feeble heart action, hypotension, the neuro- 
logical signs noted above, and a good urinary output remained 
the principal features of the clinical course, together with a 
steadily rising temperature. At 3 a. m. on Jan. 6, 1954 (the 
sixth hospital day), the temperature reached 108 F (42.3 C) in 
spite of all measures to reduce it. From this point on the 
patient’s respirations became extremely labored and rapid, the 
blood pressure Once again was unobtainable, and the pulse in- 
creased to such a rapid rate that it was impossible to count it 
with any degree of accuracy. At 8 a. m. on Jan. 6, the patient 
died. 

Postmortem Examination.—Postmortem examination revealed 
mediastinal emphysema, obvious and moderate in amount. The 
lungs were heavy (right 950 gm., left 750 gm.), edematous, and 
congested, but there was no frank consolidation. The bronchi 
were hemorrhagic but without exudate. Hemorrhagic-appearing 
mucosa was noted in the stomach but not in the esophagus. The 
spleen weighed 320 gm. and was red in color and firm to the 
touch. The right kidney contained a 2 mm., red-yellow area just 
beneath the surface. Other than congestion, the kidneys were 
normal. Crepitation could be felt and air bubbles could be seen 
in the adventitia of the aorta and immediate branches. The brain 
weighed 1,600 gm. and showed marked edema, with flattening 
of sulci and upward herniation of the cerebellum through the 
tentorium. Culture from the heart blood showed a moderate 
growth of hemolytic Micrococcus pyogenes var. aureus, cOagu- 
lase positive. The remaining organs were grossly unremarkable. 

Microscopic examination of the esophagus showed denudation 
of the epithelium here and there, with a coagulation necrosis 
present and minimal acute inflammatory reaction. The stomach 
mucosa was intact and essentially not remarkable. The lungs 
revealed a striking bronchopneumonia, with marked alveolar 
hemorrhages, congestion, and small clumps of bacteria. The 
brain contained small perivascular hemorrhages and changes in 
the ganglion cells compatible with the general cerebral edema. 
Finally, there was a small recent infarction in the cortex of 
the right kidney. Portions of liver, brain, kidney, pericardiac 
fluid, gastric contents, blood, heart, urine, and bile were ex- 
amined for fluoride by the sodium silicofluoride test. The bile 
alone contained detectable amounts—0.02 mg. per 100 cc. by 
the zirconium-alizarin red test. The final anatomic diagnosis 
made was poisoning with sodium fluoroacetate; bronchopneu- 
monia, with hemolytic septicemia due to a pyogenes var. aureus 
organism; focal infarction of right kidney; and mediastinal 
emphysema. 

COMMENT 

Since there is no known antidote to sodium fluoroace- 
tate, therapy must be directed toward prevention of (1) 
serious cardiac arrhythmias, (2) central nervous system 
irritability, (3) peripheral vascular collapse, and (4) 
the general complications encountered in any patient 
who is comatose. In our recent experience with this dis- 
ease entity, we have found certain agents that proved to 
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be of definite, though short-lived, benefit to the patient. 
Myocardial irritability responded, at least temporarily, 
in a rather striking manner to the use of intravenously 
given procainamide hydrochloride, which completely 
abolished the premature ventricular contractions. Clin- 
ically, there was a distinct improvement in the quality 
of the heart sounds during and after the use of this drug. 
Several writers have agreed that procaine hydrochloride 
should be given by the intracardiac route in the case of 
ventricular fibrillation, known to be one of the immediate 
causes of death in human beings subjected to the poison. 
The ectopic beats, presumably the first signs of myo- 
cardial irritability, which might have progressed to more 
serious arrhythmias, such as ventricular tachycardia and 
ventricular fibrillation, were controlled by the use of 
procainamide hydrochloride. We feel that the possibility 
of death by ventricular fibrillation was prevented by use 
of this drug. The use of a digitalis preparation in the face 
of what was known to be a “toxic myocarditis” might 
give rise to some discussion. We had hoped to avoid 
the use of this substance, but our hand was forced by the 
intervention of acute pulmonary edema representing the 
most serious threat to life at the time it occurred. Short- 
acting lanatoside C was used because it was felt that this 
would relieve the pulmonary edema, which it did, with- 
out producing a cumulative cardiotoxic effect. There 
seemed to be no ill effects on cardiac irritability pro- 
duced by this agent. 

Secondly, the central nervous system manifestations, 
carpopedal spasm and generalized muscular hyper- 
irritability, had to be dealt with. The barbiturates, cal- 
cium gluconate and magnesium sulfate, seemed to pro- 
vide transient alleviation of these manifestations. With 
the institution of intravenous therapy with alcohol, these 
signs disappeared entirely and rather remarkably. It 
would seem likely, therefore, that this agent might, along 
with procainamide hydrochloride, be valuable in the 
therapy of this condition. In the third place, it was neces- 
sary to attempt to prevent death due to peripheral vaz- 
cular collapse. In order to combat shock and to main- 
tain an adequate renal blood flow, we used the vasode- 
pressor drug mephentermine sulfate. We were thus able 
to maintain the patient's blood pressure above 100 mm. 
Hg systolic for a good part of the time and a good urinary 
output throughout the patient's hospital course. Finally, 
as in all cases of coma, alert nursing care was essential. 
Constant turning, frequent suctioning of the nasopharyn- 
geal and even the tracheal and bronchial passages, use 
of alcohol sponges for fever, and nearly constant check- 
ing of the patient’s vital signs were some of the more im- 
portant of the many duties falling under the term nursing 
care. 

In this case of fluoroacetate poisoning we considered, 
also, the use of agents recommended in the literature, 
such as magnesium sulfate in doses of 50 mg. per kilo- 
gram. This is known to prevent death in rats if given 
intramuscularly before or immediately after the inges- 
tion of the poison. We also considered the use of mono- 
acetin, which provides acetate and, thereby, theoretically 
produces its beneficial effect by this mechanism. We 
were advised by personal communication * that these 
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agents were usually helpful only immediately after the 
intake of the poison; therefore, we relied on the therapy 
outlined herein and used much smaller doses of mag- 
nesium sulfate. Monoacetin was not available to us. It 
has also been suggested that chlorpromazine might be 
useful in that it provides an “artificial hibernation,” 
which reduces central nervous system and cardiac ir- 
ritability, as well as lowers the temperature. 


SUMMARY 

Certain drugs can be used with benefit in a case of 
sodium fluoroacetate poisoning. These are (1) procain- 
amide (Pronestyl) hydrochloride for cardiac arrythmias, 
(2) intravenously used alcohol for central nervous sys- 
tem irritability, and (3) vasodepressor drugs such as 
mephentermine (Wyamine) sulfate to maintain blood 
pressure. In the future these drugs, which we feel pro- 
longed the life of our patient, should be tried in cases of 
sodium fluoroacetate poisoning, as they may save the 
lives of patients who have ingested smaller amounts of 
the poison. 


9]2 Fairway Dr., High Point, N. C. (Dr. Brockmann). 


TRANSILLUMINATORS AND ILLUMINATED 
RETRACTORS FOR RETINAL DETACHMENT 
AND SURGERY 


Conrad Berens, M.D., New York 


The need for a compact and practical source of il- 
lumination for certain eye operations and for diagnosis 
instigated the development of a set of plastic retractors 
and transilluminators. These devices have been found 
to be useful and practical for retraction illumination, 
focal illumination, and transillumination of the eyeball. 

A set of five tips, a sturdy flashlight handle, batteries, 
and an extra light bulb are encased in a compact leather 
case (see figure). The flashlight handle is made in two 
sizes. The small handle accommodates the no. 912 
Eveready batteries, and the larger handle accommodates 
the regular no. 915 Eveready batteries, as well as the new 
long-life mercury batteries. The handles are machined 
from aluminium and are clear anodized, to prevent tar- 
nishing. They contain no springs nor switches to wear 
out and are controlled by turning the base of the small 
flashlight and the base or top of the larger one. The three 
metal parts of the flashlight may be boiled or sterilized 
in alcohol and the inexpensive standard bulb and bat- 
teries inserted after sterilization. Three of the plastic 
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1. Berens, C.: An Illuminated Retractor for Eye Operations Especially 
for Detachment of the Retina, Am. J. Ophth, 27: 281 (March) 1944. 

2. Berens, C.: Cole, H. G.; Chamichian, S., and Enos, M. V.: Retro- 
placement of the Inferior Oblique at Its Scleral Insertion, Am, J. Ophth. 
33:217 (Feb.) 1952. 

3, Berens, C., and Rosa, F. A.: Evisceration with Plastic Intrascleral 
Implants, Am. J. Ophth. 36: 356 (March) 1953. 

4. Berens, C.: A Pocket Flashlight for Physicians with a Focal Ilumi- 
nator and Transilluminator, J. A.M.A. 155: 124 (May &) 1954. 


J.A.MLA., Dee. 17, 1955 


light tips have a metallic mirror coating and are covered 
with plastic lacquer, allowing light to emerge only at the 
light-emitting surface. 

The illuminated retractor (figure, A ) is a modification 
of a retractor previously described ’ and has proved in- 
valuable in operations on the retina and the inferior 
oblique muscle,’ in orbital operations, and especially in 
evisceration of the eyeball.° The curved plastic tip (fig- 
ure, B) permits light to emerge from the tip of the inner 
surface of the curve and is useful for transillumination 
of the posterior part of the globe in cases where tumors 
are suspected and for locating posterior retinal tears. 
The plastic tip, which is bent et a right angle (figure, C). 
is especially useful in examining the eye and transillu- 
minating teeth and has been recommended as an ac- 
cessory for a pocket flashlight for physicians.* The focal 
illuminator (figure, D) provides oblique illumination for 
the eye and may also be used in the examination for 
Purkinje vascular images. A cobalt blue glass tip (figure, 
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Transilluminators and illuminated retractor for retinal detachment and 
muscle and tumor surgery. A, plastic retractor; B, transilluminator for 
posterior part of the eyeball; C, transilluminator for anterior part of the 
eyeball; D, focal illuminator; and E, cobalt blue glass illuminator. 


FE) is used for examining a fluorescein-stained cornea. 
The plastic tips may be sterilized in C. R. I. germicide 
(methyldodecylbenzyltrimethyl ammonium chloride, 
17.5%, and inert ingredients, by weight, 82.5%). 
Neither alcohol nor boiling water should be used for 
Sterilization of the plastic parts. 

The advantages of the flashlight include the sturdy 
construction with no springs or switch, which wear out, 
and the fact that the flashlight may be sterilized without 
harming the instrument. Standard bulbs and batteries 
are used and offer no problem in replacement. The vari- 
ous plastic tips provide excellent illumination for retinal 
and muscle and tumor surgery and focal illumination for 
examination. The plastic tips are easily changed and 
present no problem so far as breakage is concerned. The 
set of transilluminators and illuminated retractors, flash- 
light, batteries, and the cobalt glass tip are fitted into a 
compact leather case. The instrument is also available 
with a cord for use with a rheostat. 
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THE CHANGE FROM ANTIBIOTIC-RESISTANT 
TO ANTIBIOTIC-SENSITIVE 
TUBERCLE BACILLI 


Albert R. Allen, M.D. 
and 


Elizabeth A. Roberg, B.S., Selah, Wash. 


The emergence of tubercle bacilli that are resistant to 
any antibiotic is an adaptation occurring spontaneously 
as a result of selective mutation for survival.’ This phe- 
nomenon occurs in the laboratory and seems to occur 
also in patients. Its occurrence is related to the size of 
the original organism population and the concentration 


TUBERCLE BACILLI—ALLEN AND ROBERG 1533 


per cubic centimeter, maintain this resistant character- 
istic. Courmont and others * found coexistence of bacilli 
sensitive and resistant to streptomycin in sputum, and 
Canetti and Saenz,* along with Medlar and others,‘ 
found variance in streptomycin resistance of tubercle 
bacilli from different pulmonary lesions in the same dis- 
ease. Johnson and others’ found not only that tubercle 
bacilli from embalmed bodies would grow but that or- 
ganisms isolated before death and after death from dif- 
ferent organs within the body and, indeed, from different 
areas of the lung might have different sensitivities. Stern 
and Goldman " found this to be true in resected speci- 
mens and tound no correlation between type of patho- 
logical lesion and the resistant organisms. Mitchell and 


Results of Sensitivity Studies with Streptomycin and Isoniazid 


Resected, Sensitivity Intormation 
Case — 
No. Streptomycin Isoniazid Therapy Complications 
1 SR * 56/26/52 Isoniazid, 250 mg. daily, introduced on 4/11/52. Change None; discharged 
SS 7/22/52 in sensitivity following new drug 
2 Isoniazid, 250 me. daily, introduced on 7/21/52. Sensi- Bronehopleural fistulas: discharged 
SS = 8/20/52 IS ¢ 8/20/52 tivity change following new drug for eontrol 
SR 10/ 5/53 IR 10/ 5/58 No change in treatment for 8 mo. 
SPR12 3/58 IS 12/ 3/58 No change in chemotherapy between 10/5/53 and 12/3/58 
3 SPR 8/10/53 IPR 8/10/53 Streptomycin, 1 gm. twice a week, and isoniazid, 200 ming, Bronchopleural fistulas: discharged 
SS 9/21/53 S 9/21/58 daily, started on 9/11/53 after 9 mo. without therapy 
4 SR 8/14/50 a escent Had been receiving isoniazid for 3 mo. Cavity reseetion Bronechopleural fistulas; still positive 
5 No change in therapy during interim. Organisms par- Positive culture one year later: dis- 
SPR 12/11/52 tially streptomycin resistant cultured from lung charged, Reactivated 
eavity scrapings trom «a surgical specimen 
6 Bly |) Se ee No therapy during interim Bronchopleural fistulas; still positive 
SS Isoniazid for 0. 
No change in isoniazid routine 
No change in therapy 
SR 1/16/53 1/16/53 Surgical resection one month hefore 
SR 4/ 7/53 IS 4/ 7/538 No chanve in therapy. Streptomycin-resistant organ- 
IR 7/22/3838 istus continued 
IR 3/15/54 
Is 6/17/54 
7 IPR 8/17/53 No change in isoniazid therapy Death 
IS) .12/16/58 
8 No change in chemotherapy during interim Bronchopleural fistulas; death 
° IR 11/24/52 Same chemotherapy for mo, of interim and then no None; discharged 
IS 1/24 ugs 
10 Streptomycin for mo, Death 
No change in drug 
IR 12/ 2/52 Isoniazid for 1 yr. 
IPR 5/18/53 
1k SS 12/31/53 IS 12/31/53 Streptomycin, 1 gm. twice a week, and isoniazid, 179 Bronchopleural fistulas; still positive 
SS Is 3/10/54 mg. daily, introduced January, 1953 
SR ‘4 IPR 5/25/54 Resections: right upper lobe and right middle lobe 
SPR 7/21. ‘4 IS 7/21/54 3/10/54; right lower lobe 4/12 54 
Medical, 
(use No, 
1 SPR 5/26/52 No change in chemotherapy Still positive 
2 SS 1/29/53 IR 1/29/58 None for 5 mo. Still positive 
Is 6/1958 None tor 10 mo. 
3 IR 6/ 8/58 No change in drugs during entire tine Death 
IS 9/22/53 
IR 12/14/53 


* SR, streptomycin resistant; SS, streptomycin sensitive; SPR, partially streptomyein resistant. 


t IS, isoniazid sensitive; IR, isoniazid resistant; 1PR, partially isoniazid resistant. 


of the drug or drugs, but there must be bacterial multi- 
plication for this selective mutation to occur. Loss of re- 
sistance is reported in a few strains resistant to 10 mg. 
per cubic centimeter of streptomycin after many months 
(22 to 42), with 10 to 21 transplants, but organisms re- 
sistant to high concentrations of streptomycin, 100 mg. 


1. Anderson, W., and Kaake, M.: In Vivo Development of Strepto- 
mycin Resistance by Tubercle Bacillus, Canad. M. A. J. 62: 59-61, 1950, 
Daddi, G., and Lucchesi, M.: The Persistence of Streptomycin-Resistance 
of the Tubercle Bacilli in Vitro, Ann, Ist. Carlo Forlanini 18: 155-156, 
1951. Owen, C. R., and others: Susceptible, Resistant, and Dependent 
Tubercle Bacilli Isolated from Patients Treated with Streptomycin, Am. 
Rev. Tuberc. G1; 705-718, 1950. Yegian, D., and Vanderlinde, 
Resistance of Tubercle Bacilli to Chemotherapeutic Agents: Review of 
Basic Biological Considerations, ibid. 61: 483-507, 1950. 

2. Courmont, P.; Galy. P.. and Déries, G.: Co-Existence in Same 
Sputum of Bacilli Sensitive and Resistant to Streptomycin, Compt. rend. 
Soc, de biol, 144: 4-6, 1950. 


others * reported the recovery of streptomycin-sensitive 
tubercle bacilli from a patient who had previously 
yielded highly resistant bacilli. Incze ~ reported the re- 
versibility of isoniazid-resistance in 5 of 56 patients dur- 
ing a six months’ period when other drugs were added 
to the treatment program. Thus, if the lesion with resist- 
ant organisms was resected, then any organisms re- 
covered later might be sensitive, or, if a new antibiotic 
were added that would control the growth of these re- 
sistant strains, then sensitive organisms might predom- 
inate in later cultures. 

In 14 of our patients we have seen the change from 
resistant’ sensitive organisms to. streptomycin or 
isoniazid Occurring separately or in both drugs. Studies 
of sensitivity to 100 mg. per cubic centimeter of strepto- 
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mycin and 20 mg. per cubic centimeter of isoniazid are 
done. The table shows the effort to correlate these 
changes with the addition of a new antibiotic or resection 
of the diseased tissues on one side. 


COMMENT 

There is no correlation between the addition of a new 
antibiotic or resection. The frequent changes from re- 
sistance to sensitivity and back in a seesaw manner seen 
in some of these patients to both streptomycin and isoni- 
azid makes the probability of mutations unlikely. There- 
fore, the sputum samples obtained were probably from 
different lesions within the lungs. A correlation of the 
end-results in these 14 patients was most informative. 
There were 11 resections, with three deaths occurring 
while sputum samples were still positive, two within 48 
hours of operation and the other six months after resec- 
tion. The bronchial sutures, at autopsy, were all loose 
due to tissue absorption or the sutures were spit out. 
In these 11 resections, six patients developed broncho- 
pleural fistulas that could not be closed by revision 
thoracoplasty or muscle graft, and, when further resec- 
tion was done on one patient, that bronchus also 
opened. In all of these patients with bronchopleural fis- 
tulas there were organisms resistant to both drugs. 

Three patients have been treated medically, with one 
death to date, but in the other two patients tests are still 
positive and will probably continue so until their death. 
In only five patients have tests become negative; these 
persons have been discharged. All persons in this group 
had over one year of chemotherapy, and all but one 
were admitted before 1952. In patients with organisms 
resistant to one major antituberculous drug, conversion 
is slower than in those with organisms sensitive to both,’ 
but in the latter conversion is not spontaneous. 


CONCLUSIONS 


Patients with tubercle bacilli resistant to both strepto- 
mycin and isoniazid do not have spontaneous conversion 
of sputum. When subjected to resection, these patients 
are poor operative risks and have a high incidence of 
complications (bronchopleural fistulas, positive cultures 
after operation, and death). The change in bacilli from 
antibiotic-resistant to antibiotic-sensitive is due to a 
“sampling process” and not to a mutation. By this we 
mean that the resistant and sensitive organisms probably 
come from different lesions in the lungs. 


Box 248 (Dr. Allen). 
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Rev. Tuberc. 63: 449-458, 1951. 
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Mycobacterium Tuberculosis. Dis. Chest 26: 127-132, 1954. 
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CHRONIC BRUCELLAR PYELONEPHRITIS 
SIMULATING TUBERCULOSIS 


Robert §. Abernathy, M.D. 
William E. Price, M.D. 


and 


Wesley W. Spink, M.D., Minneapolis 


The response to infection with Brucella is character- 
ized by the formation of granulomatous lesions, particu- 
larly in those organs comprising the reticuloendothelial 
system. While the majority of patients with brucellosis 
recover without residual effects, chronic localized in- 
fections may involve the bones, joints, bursae, meninges, 
endocardium, lungs, liver, spleen, epididymides, testes, 
and kidneys. Such infections mimic tuberculosis and 
often cannot be differentiated histologically from tuber- 
culosis. The present report is concerned with a patient 
in whom both the clinical course and pathological find- 
ings of brucellosis closely simulated tuberculosis. In 
addition, the patient presented several unusual features 
of brucellar infection. Localization of the disease in the 
urinary tract is an infrequently reported complication, 
while caseation of the tissues is a rare phenomenon in 
human brucellosis. 


REPORT OF A CASE 


A 46-year-old man was in apparent excellent health until 
April, 1954, when persistent urinary frequency, nocturia, and 
dysuria developed. In June, 1954, during an episode of colic in 
the left flank, a stone was passed through the urethra. Thereafter 
intermittent pyuria and hematuria occurred. Fever, chills, 
malaise, and other constitutional symptoms were all denied. The 
medical history and family history contained no significant 
details. 

Physical Examination and Laboratory Data.—On July 26, 
1954, the patient was admitted to the urological service of the 
University of Minnesota Hospitals. The only physical abnormali- 
ties were a temperature of 99.2 F (37.3 C) and an indefinite 
mass palpated in the right flank. The hemoglobin level was 
11.9 gm. per 100 cc. The white blood cell count was 12,250 per 
cubic millimeter; the differential included 84% polymorpho- 
nuclear neutrophils, 12% lymphocytes, 2% monocytes, 1% 
eosinophils, and 1% basophils. The erythrocyte sedimentation 
rate was 106 mm. per hour (Westergren). The blood urea nitro- 
gen level was 61 mg. per 100 cc. A urinalysis showed 1+ pro- 
teinuria, with numerous erythrocytes and leukocytes in the 
sediment. A routine urine culture yielded coagulase-negative 
Micrococcus pyogenes and diphtheroids. No acid-fast bacilli were 
found in smears of the urinary sediment. An intradermal test with 
1:100 dilution of old tuberculin was negative. X-ray films of the 
abdomen revealed an enlarged left kidney with multiple calcifica- 
tions in the upper portion. Following intravenous pyelography, 
no dye excretion from the left kidney was seen, while moderate 
hydronephrosis was present on the right (fig. 1). An aortogram 
confirmed the enlargement of the left kidney and demonstrated 
decreased vascularity of the upper portion, no evidence of tumor 
being noted. Cystoscopic examination revealed a severe and 
diffuse granular cystitis, and biopsy of the mucosa demonstrated 
only chronic granulation tissue. Attempts at retrograde dye 
studies of the kidney were unsuccessful. 

Therapy.— The findings of cystitis and bilateral renal disease 
with calcification strongly suggested tuberculosis. However, in 
view of the negative tuberculin test and the absence of acid-fast 
bacilli in the urinary sediment, a diagnosis of brucellosis was 
suspected. Brucella agglutinins were absent in the serum. Speci- 
mens of blood and urine were cultured specifically for Brucella. 
After 10 days’ observation, during which time the patient had 


From the Department of Medicine and Division of Urology, University 
of Minnesota Hospitals and Medical School. 


Vil 
195 


Vol. 159, No. 16 


received streptomycin and aminosalicylic acid, these cultures did 
not reveal any growth. A clinical diagnosis of tuberculosis ap- 
peared most probable and a nephrectomy of the left kidney was 
performed on Aug. 5, 1954. The kidney was massively enlarged, 
and tissue was extensively replaced by numerous caseous ab- 
scesses (fig. 2). 

On the day following surgery, Brucella suis was isolated from 
a culture of urine that had been under observation for several 
days. Br. suis was also isolated on direct culture of the excised 
kidney. When the patient was requestioned, he stated that he 
had formerly been a farmer. He had been repeatedly exposed 
to cattle with Bang’s disease and had drunk raw milk from herds 
known to be infected. The last known exposure, however, had 
been in 1944, 10 years previous to this illness. 

Course.—Postoperatively the patient received streptomycin, 
tetracycline, and penicillin. The blood urea nitrogen level, which 
was 89 mg. per 100 cc. prior to surgery, rose slowly thereafter. 
On the third postoperative day, intestinal obstruction developed. 
Despite gastric suction, this progressed and necessitated a cecos- 
tomy on the fifth day. Thereafter renal insufficiency supervened 
rapidly. By the eighth postoperative day anuria developed and 
the blood urea nitrogen level rose to 199 mg. per 100 cc. On 
the ninth day hypotension appeared. Despite the use of pheny!- 


Fig. 1.—Intravenous pyelogram in patient with brucellar pyelonephritis. 
Note hydronephrosis of right kidney and absence of excretion from en- 
larved left kidney. 


ephrine (Neo-Synephrine) hydrochloride, ephedrine, and arte- 
renol, irreversible shock developed, and the patient died. 
Autopsy was not permitted. 

Further Laboratory Tests —The removed kidney appeared 
typical of tuberculosis, both grossly and microscopically. Caseous 
material was found in several parenchymal abscesses and also 
in the pelvis. Yellowish nodules of various sizes were scattered 
throughout the cortex. Microscopic examination showed severe 
parenchymal destruction. Only a few areas of diluted tubules 
remained. The glomeruli were scant, and the majority were 
atrophic. A few glomeruli appeared normal. Throughout both 
cortex and medulla, there were numerous areas of mononuclear 
infiltration in which renal parenchyma was not discernible. In 
other sections, numerous granulomatous lesions with central 
caseation were found scattered throughout (fig. 3A). These 
lesions were composed of mononuclear cells at the periphery, 
epithelioid cells in the midzone, and caseation centrally (fig. 3B). 
Muitinucleated giant cells were found both within these granu- 
lomas and at the periphery of the sheets of mononuclear infiltra- 
tion. Within the more extensive and caseous lesions, eosinophilic 
cells were prominent. Careful searching of all sections revealed 
no acid-fast organisms. In sections stained with the Giemsa 
technique, cells containing multisized bodies with various stain- 
ing reactions were prominent. With the use of special staining 
techniques, these cells were identified as mast cells. 
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Cultures directly from the excised kidney yielded no acid-fast 
organisms. A saline suspension of the kidney was injected into 
two guinea pigs. One animal died after three weeks. Autopsy 
of the animal revealed only a Pasteurella infection. No evidence 
of tuberculosis or brucellosis was found in the other animal, 
killed eight weeks after injection. The absence of Brucella ag- 
glutinins on routine testings of the patient's serum prompted 
further immunologic studies, which were done by Dr. Wendell 
Hall (fig. 4). The addition of the patient’s serum in a dilution 


Fig. 2.—Lett kidney after formaldehyde solution N. F. (Formalin) 
fixation. Note extensive caseous abscesses. 


of 1:80 blocked the appearance of agglutination in a serum 
known to contain a high titer of agglutinins. In Coombs’ test, 
the addition of globulin to the routine agglutination procedure 
caused agglutination in a 1:160 dilution of the serum. Cen- 
trifugation of the patient's serum with the standard tube Brucella 
antigen brought about agglutination at a 1:320 dilution. These 
results conclusively demonstrated the presence of blocking 
Brucella antibodies. 


Fig. 3.—Photomicrographs of left kidney. A, extensive granulomatous 
infiltration and numerous tubercles. B, at the edge of a caseous lesion, 
Note mononuclear cells, epithelioid cells, and central caseation, 


COMMENT 
The resemblance to renal tuberculosis in this patient 
with proved brucellar pyelonephritis is remarkable. That 
the features of caseation, calcification, hydronephrosis, 
and secondary cystitis, all pathognomonic of renal tuber- 
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culosis, may also occur in brucellosis is not widely ap- 
preciated. Indeed, few reports of brucellosis involving 
the urinary tract have been recorded. This paucity in all 
probability reflects a low index of suspicion of brucellosis 
rather than the true incidence of urinary tract involve- 
ment. Support for this statement stems from data re- 
ported in 1905 by Kennedy! of the British Mediter- 
ranean Fever Commission. Fifty-four per cent of the 
patients with brucellosis from Br. melitensis had posi- 
tive urine cultures. In some instances, Bruceila organ- 
isms were successively cultured from urine for many 
months. These impressive data would indicate that 
brucellosis localized in the urinary tract may occur more 
frequently. Such an infection was not reported, how- 
ever, until 1936. when Hardy and associates.” in a re- 
view of human brucellosis in lowa, cited instances of 
cystitis and pyelonephritis that were initially thought to 
be tuberculous in origin but that on culture proved to be 
due to infection with Brucella. In 1939, Clark” re- 
ported a large series of patients with presumed brucel- 
losis of the urinary tract. His reports unfortunately lack 
corroborative cultural or serologic data. In 1952, Weed 
and associates ' presented a summary of a case similar 
to the present report. Excision of a 2 cm. mass from the 


TECHN! QUE CONTROL AGGLUTINATION IN SERUM DILUTIONS 
AGGLUTINATION 1:20 1:40 1:80 3:160 1:320 1:640 

Standard + 

tube (24 hr.) 0 = 1+ 0 0 0 0 

Blocking 3+ - 2+ 4+ 3+ 3+ 

+ 
Coombs’ test 0 q 2+ 4+ 4+ l+ | - 0 
Centrifugation 0 | 1+ 4+ 4+ It 1+ | 0 


Fig. 4.—Results of special serum agglutination procedures. 


right kidney of this patient revealed tissue having a cal: 
cific and caseous granulomatous appearance. Br. suis 
was cultured from this mass. In that same year, Greene 
and others ° reviewed the literature concerning brucellar 
pyelonephritis and added two cases of patients with 
cystitis and calcific pyelonephritis, one due to Br. meli- 
tensis and the other to Br. suis. Two similar cases, in 


1. Kennedy, J. C.: On the Recovery of Micrococcus Melitensis from 
Urine of Mediterranean Fever Patients, in Reports of Commission for 
Investigation of Mediterranean Fever, London, England, Harrison & Sons, 
Lid., 1905, pt. 3, sec. 4, pp. 56-70. 

2. Hardy, A. V.; Jordan, C. F., and Borts, I, H.: Undulant Fever: 
Further Epidemiologic and Clinical Observations in lowa. J. A. M. A, 
107: 559-564 (Aug. 22) 1936. 

3. Clark, A. L.: Urinary Tract Infections Accompanying Brucellosis, 
J. Urol. 42: 249-256 (Aug.) 1939. 

4. Weed, L. A.; Dahlin, D. C.; Pugh, D. G., and Ivins, J. C.: Brucella 
in Tissues Removed at Surgery, Am. J. Clin. Path. 22: 10-21 (Jan.) 1982. 

5. Greene, L. F.; Weed, L. A., and Albers, D. D.: Brucellosis of 
Urinary Tract, J. Urol. 67: 765-772 (May) 1952. 

6. Bickel, G.: Pyélonéphrite Brucella Abortus, Schweiz. med. 
Wehnschr. 84: 54-55 (Jan. 10) 1954. 

7. Bucco, G.: Contributo clinico-sperimentale allo studio delle altera- 
vioni renali nelle brucellosi, Riforma med. 350: 1490-1497 (Sept. 29) 1934. 

8. Weed, L. A.: Bacteriologic Examination of Tissue, Surg., Gynec. & 
Obst. 95: 519-521 (Oct.) 1952. Weed and others.* 

9. Hall, W. H., and Manion, R. E.: Comparison of Coombs Test with 
Other Methods for Brucella Agglutinins in Human Serum, J. Clin. Invest. 
32: 96-106 (Jan.) 1953. 


10. Crow, J. B.; Tormey, D. M.; Redner, W. J.. Jr.. and Sullivan, 
B. H., Jr.: Caseation Necrosis in Human Brucellosis, Am. Rev. Tuberc. 
67: 859-868 (June) 1953. 
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which the patients were both infected with Br. abortus, 
were reported in 1954 by Bickel ® in Switzerland. In 
addition to these instances of pyelonephritis, references 
to nephritis in brucellosis are also found in the con- 
tinental literature.’ 

These reports all emphasize that brucellar pyelone- 
phritis is clinically and histologically indistinguishable 
from renal tuberculosis. It appears quite likely, there- 
fore, that cases of presumed tuberculosis of the urinary 
tract in which acid-fast organisms are absent might well 
be brucellosis. Weed and associates. by careful cul- 
tural studies of surgically excised tissues, have conclu- 
sively demonstrated the importance of Brucella organ- 
isms in the etiology of many chronic granulomatous 
infections, not only of the urinary tract but also of bones. 
joints, bursae, lungs. lymph nodes, prostate, epi- 
didymides, and fallopian tubes. They found that in such 
lesions, despite a histological diagnosis of tuberculosis, 
acid-fast bacilli could be cultured in only 55%; the re- 
mainder of these lesions were caused by Brucella, the 
various fungi, or Salmonella typhosa. These studies 
clearly show the necessity for precise bacteriology in 
establishing the correct etiology. 

A precise bacteriological etiology is also of prime im- 
portance in selecting the proper therapy. The four pa- 
tients with brucellar pyelonephritis and cystitis reported 
since the advent of antibiotics all responded promptly to 
specific antibiotic therapy. The patient in the case re- 
corded here, however, had such severe destruction of the 
kidney that excision was indicated. Other unusual fea- 
tures in this patient include the presence of blocking 
antibiotics and caseation. Absence of Brucella agglu- 
linins in the serum in culturally proved brucellosis has 
not occurred in our experience, although we have 
studied another patient with blocking antibodies. Hall 
and Manion " have discussed this phenomenon in detail. 
Weed and associates * report negative agglutination re- 
actions in three of their patients with localized brucellar 
infections; however, no tests for the blocking phenome- 
non were reported. Caseation in human brucellosis is 
rare. Weed and associates ' described five patients with 
caseous necrosis, similar to that seen in tuberculosis. 
An example of frank caseation of a lymph node due to 
Br. suis is reported by Crow and others.'’ These au- 
thors also stress that the granulomatous reaction, with or 
without caseation, is not a specific reaction to Myco- 
bacterium tuberculosis but may occur in brucellosis, 
syphilis, tularemia, malignancies, the mycoses, sarcoido- 
sis. and lipid pneumonia. 

It is quite apparent that a chronic localized granulom- 
atous infection is not necessarily tuberculous, as is 
often assumed. Careful bacteriological study must be 
done to determine the specific etiological agent. The 
foregoing case report again emphasizes that, in the 
search for the etiological agent, the index of suspicion 
for brucellosis should be high. 


SUMMARY 
In a case of chronic caseous calcific pyelonephritis 
with cystitis caused by Brucella suis, histopathological 
studies of an excised kidney revealed an extensive granu- 
lomatous reaction, indistinguishable from tuberculosis. 
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Blocking Brucella antibodies were present in the serum. 
Since histopathological study cannot distinguish between 
tuberculosis, brucellosis, the mycoses, or typhoid fever, 
precise cultural studies of chronic localized granulom- 
atous lesions are necessary. The case reported here and 
other examples from the literature emphasize the im- 
portance of a high index of suspicion for brucellosis in 
such lesions. 
ADDENDUM 

A recent review of Brucella infections of the genito- 
urinary tract has appeared since this manuscript was sub- 
mitted for publication.'! 

412 Union St. S. E. (14) (Dr. Abernathy). 


11. Forbes, K. A.; Lowry, E. C.; Gibson, T. E., and Soanes, W. A.: 
Brucellosis of the Genito-Urinary Tract: Review of the Literature and 
Report of a Case in a Child, Urolog. Survey 4: 391-412 (Dec.) 1954. 


COUNCIL ON PHARMACY 
AND CHEMISTRY 


Report to the Council 


The Council on Pharmacy and Chemistry has au- 
thorized publication of the following report. 


H. D. Kautz, M.D., Secretary. 


The persistently large number of accidental poison- 
ings that are reported annually has focused medical 
attention on the causes and possible remedies for this 
situation, especially as it relates to children. It is gener- 
ally agreed that the curiosity of children coupled with 
the casualness with which many parents handle and store 
drugs and chemicals are predisposing factors to most 
unintentional poisonings. Unhappily, agreement has not 
been obtained in all quarters on corrective measures. 
The following report has been adopted by the Com- 
mittee on Toxicology as expressing its attitude on this 
perennial problem. 

BERNARD E. CONLEY, Secretary 


Committee on Toxicology. 


THE PROBLEM OF ACCIDENTAL POISONING 
IN CHILDREN AS IT EXISTS TODAY 


Jay M. Arena, M.D., Durham, N. C. 


Of approximately 14,000 accidental deaths that occur 
each year in children from 1 to 14 years of age, 
almost 1,500 are reported as being caused by the acci- 
dental ingestion of a poison, but this figure is far from 
correct. Each year many infants and small children die 
from poisoning, and the correct diagnosis is never made 
nor tabulated on a death certificate or statistical chart. 
As many of the present toxic agents affect the central 


Associate Professor of Pediatrics, Duke University, and Director, 
Poison Control Center of Durham. 

1. Craig, J. O., and Fraser, M. S.: Accidental Poisoning in Childhood, 
Arch. Dis. Childhood 28: 259-267 (Aug.) 1953. 

2. Bain, K.: Death Due to Accidental Poisoning in Young Children, 
J. Pediat. 44: 616-623 (June) 1954. 


COUNCIL ON PHARMACY AND CHEMISTRY 1537 


nervous system, causing convulsions, the diagnosis is 
often classified as encephalitis if there is no history of 
ingestion of toxic substances. This erroneous diagnosis 
is being made in the best of hospitals. 

The alarming feature of this problem, however, is the 
regularity with which various household agents and 
drugs are ingested by children. Every day many physi- 
clans receive an emergency call from a frantic mother 
stating that her child has ingested some poisonous sub- 
stance. This is understandable, however, when one rea!- 
izes what the usual household contains today as com- 
pared to the agents children had to be wary of 20 to 30 
years ago. We now have deodorants, depilatories, de- 
tergents, herbicides, insecticides, rodenticides, stimu- 
lants, sedatives, analgesics, and so forth. 

An analysis of 502 cases of accidental poisoning in 
children under the age of 12 years, seen at the Royal 
Hospital tor Sick Children, Edinburgh, Scotland, showed 
that a tenfold increase in such cases occurred between 
1931 and 1951.' In 1931 there were 5 cases annually; 
in 1951 there were more than 50. The causative agents 
were Classified as follows: group 1, household substances, 
such as disinfectants, fuels, cleaning agents, and insecti- 
cides, 203; group 2, medicines, including those intended 
for internal use, such as camphor, barbiturates, iron, and 
salicylates, 185, and those intended for external use, 
such as liniments and nose and eye drops, 75; group 3, 
vegetable matter, such as seeds and berries, 35; and 
group 4, source unidentified, 4. Throughout the period 
covered by the investigation, the number of cases caused 
by household substances increased steadily, but after 
1948 the number caused by drugs rose sharply because 
of increased prescribing under the National Health Serv- 
ice. More than ha!f the cases (331) occurred in chil- 
dren between the ages of | and 3 years and only 38 in 
children over 5 years of age. 

Dr. Katherine Bain’ of the United States Children’s 
Bureau has recently shown that the number of deaths 
from ingestion of poisons in children under 5 years of 
age is four times higher in the United States than in 
Britain. Inasmuch as most of the death rates in the 
United States and Great Britain are generally compara- 
ble, it was felt such a great difference in the specific rate 
by accidental poisoning should be carefully analyzed and 
publicized to encourage attempts to determine the cause 
and promote preventive measures (see figure). 

Foodstuffs are no longer a common source of poison- 
ing. Only eight deaths resulted from this cause in the 
two years under investigation, and these were attributed 
to such substances as wild berries, toad stools, and green 
pecans. Slightly less than a third of the deaths were 
caused by drugs or medicaments. A little more than a 
third were caused by general household items such as 
bleaching agents, furniture polish, and moth balls. A 
quarter were caused by petroleum products, principally 
kerosene. Five per cent of the deaths resulting from 
poisoning in the home were unclassifiable because of in- 
sufficient data on the death certificates. 

Some of the drug poisoning in small children is a re- 
sult of overdosing, but a great deal of it is like any other 
household poisoning—the child simply swallows some- 
thing he has found. The most common drug offender in 
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this age group is aspirin, as evidenced by previous Com- 
mittee on Toxicology reports on this subject.’ The 
flavoring of aspirin tablets for children has been asso- 
ciated with an alarming inc-ease in the incidence of acci- 
dental poisoning. The flavoring has improved the taste 
and palatability to the extent that some children will go 
out of their way to search for it just as they may do for 
candy. 

The American people spend a great deal of money on 
drugs. In 1951 the public spent about three-fourths of 
a billion dollars on prescriptions <nd a full billion dollars 
on packaged medicaments, cf which $135 million went 
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for aspirin and analgesics. This widespread distribu- 
tion suggests that practically every household has such 
medicaments available. Too frequently adults assume 
that these drugs are harmless and leave them where 
young children can easily reach them. 

Childhood deaths from poisoning occur dispropor- 
tionately often in 12 southern states—Alabama, Ar- 
kansas, Florida, Georgia, Louisiana, Mississippi, North 


3. Precautions Regarding Salicylates, Including Aspirin, report of 
Committee on Toxicology to the Council on Pharmacy and Chemistry, 
J. A.M.A. 158: 831 (uly 9) 1955. Candy Medication and Accidental 
Poisoning, report of Committee on Toxicology to the Council on Phar- 
macy and Chemistry, ibid. 158: 44 (May 7) 1955. 


J.A.M.A., Dec. 17, 1955 


Carolina. Oklahoma, South Carolina, Tennessee, Texas, ' 
and Virginia. The rate for these states as a group is 
4.09 per 100,000 population as against 2.00 for the re- 
mainder of the country. For the barbiturates and aspirin 
there is little regional difference, but for corrosives and 
arsenic the rate for these southern states is six times that 
for the rest of the country and the rate for petroleum 
products (principally kerosene) is four times as high. 


SOLUTION TO THE PROBLEM 

The solution to this problem is manifold and complex. 
There are at least four methods that hold promise and 
should be investigated and employed wherever applica- 
ble: (1) education, (2) more stringent laws, (3) the 
establishment of poison centers, and (4) greater effort 
by physicians on the local level. 

Education.—Quite apparent to everyone is the need 
for educating laymen and parents to the dangers that 
household agents may present; however, many physi- 
cians are unaware of these dangers, and they also must 
be educated. Manufacturers of these products must be 
made aware of the seriousness of the problem and their 
responsibilities. They should contemplate the use of 
distinctive safety containers, better labeling with pre- 
cautionary statements, and, when indicated, uniformly 
standardized doses of drugs. For example, the use of a 
standard strength of 1.25 grains (75 mg.) for children’s 
aspirin tablets would be a great step forward in dimin- 
ishing the incidence of aspirin poisoning. 

More Stringent Federal and State Laws.—The Fed- 
eral Caustic Poison Act enforced by the Food and Drug 
Administration requires that the word “Poison” and an 
acceptable antidote be placed prominently on the label 
of a household package of a preparation that contains 
more than a specified amount of any one of 12 specific 
caustics or corrosives. The Federal Food, Drug and 
Cosmetic Act, also enforced by the Food and Drug Ad- 
ministration, does not require the use of the poison 
legend on any drug preparation. 

The Federal Insecticide, Fungicide, and Rodenticide 
Act of 1947, enforced by the Department of Agriculture, 
requires that certain white economic poisons be colored 
and requires that the labels of economic poisons toxic to 
man bear the skull and crossbones and the word “Poison” 
prominently in red on a background of contrasting color 
with a statement of the antidote. These Federal Acts are 
useful as far as they go; however, they are far from ade- 
quate. 

On April 14, 1954, the Department of Health, Educa- 
tion and Welfare (Food and Drug Administration) sent 
out the following memorandum: “To minimize acci- 
dental poisonings by oil of wintergreen preparations 
(methyl salicylate ), products containing more than 5% 
of this ingredient will be considered as misbranded un- 
less their labels warn that use contrary to directions may 
be dangerous and that the article should be kept out of 
reach of children to prevent accidental poisoning.” 

This is a step in the right direction. Other preparations 
such as camphorated oil (containing 20% camphor ) 
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should also be included and so labeled. Legislation 
should be considered to provide regulation of the sale of 
household articles not now covered by existing statutes 
to remove the risk from accidental ingestion and misuse 
of such preparations, especially by children, and to pro- 
vide informative labeling. In the absence of federal 
legislation to safeguard distribution of household articles, 
such as kerosene and other petrcleum distillates that are 
serious offenders, consideration could be given to enact- 
ment of such legislation so as to protect the public. In 
addition, physicians and lay groups should work for ap- 
propriate state laws to strengthen the federal laws and 
to bring about correction of their special problems as 
found within a state. In this connection, consideration 
could be given to a law restricting the sale of kerosene 
other than in a special container, which would prohibit 
the use of any other type of container. In addition, such 
containers should bear informative warnings as to the 
poisonous and combustible properties of kerosene and 
like substances. A suggested caution label is as follows: 


WARNING 
Kerosene is inflammable and may produce dangerous 
explosions. 
If it is swallowed, it may cause fatal damage to the 
lungs. It should be kept out of the reach of children 
and should never be put in beverage bottles, glasses, 
or cups or left in unlabeled containers. 


Poison Centers.—Another approach to the problem 
would be the establishment of a network of poisoning 
control centers throughout the country. The pattern for 
these centers could be similar to that developed in Chi- 
cago by a committee of the Illinois Academy of Pedi- 
atrics with Dr. Edward Press as chairman. The organ- 
ization and functioning of these centers would vary in 
accordance with the individual situation and facilities in 
each of the cities. It would be hoped, however, that the 
information pertaining to the type, incidence, treatment, 
and preventive measures for such poisoning developed 
in each center could be correlated and made available 
to all other centers and to all other persons throughout 
the country involved in a sound program of prevention 
and treatment of poisoning. 


Cooperation of Physicians.—Another step forward 
would be a concentrated effort by every physician on the 
local level to educate parents to the hazards of poisons 
and other dangerous substances found in and about the 
home. This can be done by pointing out corrective meas- 
ures while making home calls, by passing out and in- 
sisting that mothers read child safety booklets, and by 
using a bulletin board in the office to highlight accidents 
and poisonings that occur in the community each week. 
It is also advisable to obtain wider public health educa- 
tion through encouragement of community programs to 
study the local problems of poisonings and to make 
available such information through public service me- 
diums such as rewspapers, magazines, radio, films, 
speeches, and displays. Lastly, much can be accom- 
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plished by getting the cooperation of the pharmacists in 
putting a label such as “Keep out of the hands of chil- 
dren” on all dangerous drugs and agents. 


NEW AND NONOFFICIAL REMEDIES 
Monographs and supplemental statements on drugs 
that appear in this column have been authorized by the 
Council for publication and inclusion in New and Non- 
official Remedies. They are based upon the evaluation 
of available scientific data and reports of investigations. 


H. D. Kautz, M.D., Secretary. 


Fludrocortisone Acetate. — C..,H;,FO,;. — M.W. 
422.50. — 9a-fluoro-17-hydroxycorticosterone-2 |-ace- 
tate.—The structural formula of fludrocortisone acetate 
may be represented as follows: 


CH20 Cc 
HO CH3kOH 
H,C F 


Actions and Uses.—Fludrocortisone acetate, a deriva- 
tive of hydrocortisone acetate, has the same qualitative 
actions. It usually appears to be effective in smaller doses 
than required with hydrocortisone and shares with hy- 
drocortisone the same relative freedom from untoward 
local effects. Thus, at its effective dosage level of anti- 
inflammatory action, fludrocortisone can be considered 
to have the same ratio of therapeutic to untoward effects 
as hydrocortisone. 

Fludrocortisone acetate is effective topically for the 
local management of allergic dermatoses, such as con- 
tact dermatitis and atopic dermatitis (including allergic 
eczema, disseminated neurodermatitis, and eczematoid 
dermatitis ), seborrheic dermatitis, pruritus with lichenifi- 
cation, and nonspecific anogenital pruritus. Although 
systemic effects following the topical application of flu- 
drocortisone are very rare, retention of sodium and sub- 
sequent edema may occur. Local irritation and sensi- 
tivity reactions have not been attributed to its topical 
use, but patients should be observed carefully for such 
reactions, particularly with respect to the nonactive com- 
ponents of the vehicle employed. 

The systemic usefulness of fludrocortisone is under 
clinical investigation and has not yet been established. 


Dosage.—A concentration of 0.05 to 0.25% fludro- 
cortisone acetate is administered topically in a suitable 
dermatological ointment or lotion. A small quantity of 
either ointment or lotion is applied to the involved area 
two to four times daily. Unduly vigorous massage that 
may damage the skin should be avoided. Careful cleans- 
ing prior to application is essential to minimize the pos- 
sibility of introducing infection. 

Sharp & Dohme, Division of Merck & Co., Inc., and E. R. Squibb 
& Sons, Division of Olin Mathieson Chemical Corporation, cooperated 


by furnishing scientific data to aid in the evaluation of fludrocortisone 
acetate, 
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REHABILITATION 


Rehabilitation may be defined as the process of assist- 
ing the handicapped person to realize his potentialities 
and goals physically, mentally, socially, and econom- 
ically! The growing need for rehabilitative facilities is 
the direct result of the enormous increase in traumatic 
injuries and the increase in chronic degenerative diseases 
in our aging population. It is estimated that at least 2 
million persons in the United States have disabilities re- 
guiring vocational rehabilitative services.” This does not 
include persons with minor disabilities, older persons, 
and other groups who could benefit from rehabilitation. 
Although most authorities believe that rehabilitative fa- 
cilities should be developed in large hospital centers, 
Cambridge, Mass., solved its problem not by organizing 
a center but by employing a rehabilitation coordinator 
to guide patients to and assure better use of existing local 
and state facilities.’ This procedure assumes the availa- 
bility of adequate facilities. Although a number of the 
smaller hospitals that cannot provide a comprehensive 
integrated rehabilitative service have used this approach 
with some success, it does not solve the problem of the 
separate services required by severely disabled persons. 
Where rehabilitation centers have been established, they 
find it necessary to provide physiatrists; physical thera- 
pists; occupational therapists; speech and hearing thera- 
pists; clinical psychologists; nurses; a prosthetic serv- 
ice; vocational evaluation, counselling, and training serv- 
ice; social service; and a therapeutic recreation service. 

The greatest need of many patients is motivation, and 
this is greatly aided by convincing the patient that he can 
regain or compensate for much of his lost power. This 
must be done early in the course of his treatment before 
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he becomes unduly discouraged or develops an attitude 
of dependency. According to Rusk ‘ the aim of reha- 
bilitation is to train the patient to live within the limits 
of his disability but to the hilt of his capacity. That ca- 
pacity often surprises the patient, the doctor, and all be- 
holders. Rehabilitative measures are particulary ap- 
plicable to patients with poliomyelitis, spinal cord in- 
jury, cerebral palsy, various forms of arthritis, speech 
disorders, amputations, and cerebral vascular accidents.* 
Hospitalized patients who receive the benefit of reha- 
bilitative measures recover more promptly and thus re- 
duce their stay in the hospital. Furthermore, it has been 
shown that the readmission rate for such patients is lower 
than that for those who do not have this type of treat- 
ment, and even those whose condition is such that they 
will require prolonged hospitalization can be helped to 
a degree of self-care that will greatly reduce the nursing 
burden.” Since few persons want to be a burden on 
others, this not only helps the hospital staff but greatly 
improves the morale of the patient. 

The suddenly disabled patient may be difficult to treat. 
Resentful of his disability, he may vent his resentment on 
those nearest him who are trying to help him. The physi- 
cian and therapist must understand this resentment and 
not take it as a personal affront, for to do so would make 
effective therapy almost impossible.’ Those who treat 
these patients must also guard against a feeling of hos- 
tility toward those patients for whom they can do rela- 
tively little. Although it is frustrating to treat a patient 
and not see any progress day after day, a feeling of re- 
sentment toward the patient will vitiate the only hope the 
patient has of achieving some fraction of his former in- 
dependence. The bright side of the picture is the achieve- 
ment of rehabilitation where treatment has been vigor- 
ously applied. In 1954, under the National Vocational 
Rehabilitation Program about 60,000 persons were re- 
turned to employment, and under the greatly expanded 
Federal-State Vocational Rehabilitation Program there 
is an objective of 200,000 persons rehabilitated annually 
by 1959. It has been shown that the accident rate in 
disabled employees is lower than that in their fellow 
workers; disabled workers maintain a better production 
record and have less absenteeism; and, often, due to the 
loss of a limb or a sense, a much greater than average 
skill in other limbs or senses is developed as a com- 
pensatory measure—this sharpened skill adds to the 
employee’s value to his employer. 

Physical and mental inactivity are not good for any- 
one. People who have made fun of basket weaving 
should realize that occupational therapy has come a long 
way since basket weaving was its mainstay, but they 
should also realize that the chief value of even such 
measures as basket weaving is to give the patient confi- 
dence in his ability to perform manual tasks.*> Although 
rehabilitation is admittedly expensive, it has been shown 
to pay dividends far exceeding its cost. The need for 
more facilities is urgent, and the chief reason that they 
are not being developed more rapidly is that many per- 
sons responsible for the care and support of the chroni- 
cally disabled have only a vague idea of what rehabilita- 
tive services can do.” 
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SPONTANEOUS RUPTURE OF THE ESOPHAGUS 


Spontaneous rupture of norinal esophagus is a rare 
occurrence. The celebrated Dutch clinician Boerhaave 
gave the first and remarkably accurate description of it 
in 1724. The patient was “the illustrious Baron Was- 
senaer, Lord High Admiral to the Republick, [who] after 
intense straining and vomiting broke asunder the tube 
of the esophagus, near the diaphragm, so that after the 
most excruciating pains the aliments which he swallowed 
passed, together with the air, into the cavity of the 
thorax, and he expired in 24 hours.” * 


Walker * in 1914 reported one case, the first of the 
four reported in literature in which diagnosis was made 
before death. He was able to find only 22 cases of 
spontaneous rupture of the esophagus reported in the 
literature. Ridgway and Duncan ®* in 1937 culled 35 
cases from literature. Eliason and Welty * described in 
1946 three cases in which the diagnosis was made post 
mortem. They stated that the mortality in spontaneous 
rupture of the esophagus so far reported was 100% and 
that most patients succumbed within 24 hours. 

Kinsella ° stresses that the clinical picture of spon- 
taneous rupture of the esophagus is not generally recog- 
nized despite the fact that its symptoms are quite char- 
acteristic. Rupture of the esophagus usually occurs dur- 
ing an episode of vomiting, often preceded by a bout of 
drinking or a heavy meal. The pain radiates to the back 
or to the interscapular region; it is most excruciating and 
is not relieved by morphine. There develop collapse, 
shock, dyspnea, and cyanosis. In 60 to 70% of the 
cases there appears emphysema of the tissues at the base 
of the neck. There is frequently rigidity of the upper 
part of the abdomen. As the case progresses signs of 
hydropneumothorax may be elicited, with fluid level on 
one or both sides, more frequently on the left. There 
may be evident displacement of the heart and mediastinal 
structures. Mackler® considers the triad of vomiting, 
low thoracic pain, and emphysema of the neck as diag- 
nostic of the condition. The presence of gastric con- 
tents in aspirated pleural fluid is pathognomonic. lodized 
oil (Lipiodol) swallow may also confirm the diagnosis. 
X-ray examination is of the greatest value. The films 
may reveal emphysema of the mediastinum, a fluid level 
in the mediastinum, or a pneumothorax. The lesion most 
frequently suspected is perforated peptic ulcer. Other 
conditions to be ruled out in the differential diagnosis 
are acute coronary occlusion, acute pancreatitis, spon- 
taneous pneumothorax, dissecting aneurysm of the aorta, 
and pulmonary embolism. 


The question of why the normal esophagus ruptures 
has not been definitely elucidated. Most observers feel 
that the important factor is a great increase of pressure 
within it. A sudden increase is probably more important 
than the total degree of pressure. The esophagus rup- 
tures at its lower end, 1 or 2 in. above the diaphragm. 
This appears to be its weakest portion, as demonstrated 
in experiments by Weiss and Mallory * and by Mackler." 
Mackler inflated the esophagus in 65 fresh human ca- 
davers. The rupture occurred in all instances at the 
Jower extremity of the organ upon its left lateral wall. 
The site and configuration of the resulting rupture du- 
plicated the clinical lesion. 
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Barrett * of London reported in 1947 the first case in 
which operation was successfully done in spontaneous 
perforation of the esophagus. Olsen and Clagett ° like- 
wise reported in 1947 an instance of spontaneous rup- 
ture of the esophagus immediately diagnosed and suc- 
cessfully operated on by transthoracic repair of the torn 
esophagus. Samson '° reported two cases of postemetic 
rupture of the esophagus in which the diagnosis was 
made early, the resuscitation was intensive, and thoracot- 
omy with direct repair of the esophageal tear resulted in 
prompt recovery. He emphasizes that the signs and 
symptoms of rupture of the esophagus are practically 
pathognomonic and not difficult to recognize if the lesion 
is kept in mind. The essentials of treatment consist of 
rapid resuscitation, thoracotomy with definitive repair 
of the esophageal tear, and drainage of the mediastinum. 
It is reasonable to believe that with early diagnosis and 
early repair of the rupture, aided by antibiotics and sup- 
portive measures, the mortality rate from this hitherto 
catastrophic event will be greatly decreased. 


LYE POISONING 


A report to the Committee on Toxicology in this 
issue (page 1537) points out that the rate for fatal poi- 
soning in children by certain nonmedical chemicals in 
the South is several times that for the rest of the country. 
Lye and kerosene poisoning are among the most com- 
mon causes of injury in this age group. 

In a recent discussion of this sectional problem be- 
fore the Committee on Toxicology, it was pointed out 
that in one southern state about 150 cases of lye poi- 
soning occur each year, with six to eight deaths annually. 
Eighty-five per cent of the cases occur among poor and 
illiterate persons who use lye because of its inexpensive- 
ness and potency as a cleanser. It was further suggested 
that use in the home would be discouraged if the sale 
of lye in small containers were banned. While it is gen- 
erally recognized that decreasing access to a poison re- 
duces the frequency of injury, no general agreement has 
been obtained on this prohibition. Agitation to explore 
the legal aspects of this proposal has obtained support 
in areas where the problem of lye poisoning is most 
acute. 
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BOSTON MEETING 


Right, hundreds of physicians registered in opening 
hours of the session in Mechanics Hall to view exhibits 
and attend discussions, motion pictures, and color tele- 
vision presentations. 


Below, at Medical Public Relations Conference, Sen. 
Wallace F. Bennett of Utah gave an address on “Is 
Free Enterprise Here to Stay?” He was welcomed to 
the conference by A. M. A. President Elmer Hess (left). 


Below, Medical Society Executives Conference met for a New England shore dinner 
at the Harvard Club. Lester H. Perry (left), executive secretary, Pennsylvania Medical 


Society, and M. C. Smith, executive secretary, Nebraska State Medical Association, 
whet their appetites while appraising the lobsters. The dinner climaxed a full day's 
program at the Parker House. 


Below, at Hawaiian booth in Mechanics Hall, Dr. William G. Richtmyer, Albany, 
N. Y., thought a trip to the centennial meeting of the Hawaiian Medical Association 
in Honolulu April 22-29 a good idea when told about it by B. J. Feldman (left) and 
Margaret Brumaghin, both of Hawaii Airlines, Honolulu. 


Below, Boston vied for attention among visitors to 
the Clinical Meeting. Here, Dr. and Mrs. Fred Hum- 
phrey, Fort Collins, Colo., plan their sightseeing 
itinerary with the Statler tour agent. 
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Left, after the announcement of his selection as 1955 General 
Practitioner of the Year, Dr. E. Roger Samuel, Mount Carmel, 
Pa., was interviewed, photographed, and filmed by members of 
the press at a news conference. 


nd LOWER EXTRE IES 


One of the most popular special features 
of each meeting is the demonstration on 
fractures. Right, Drs. M. J. Giannestras, 
Cincinnati; Franklin V. Wade, Flint, Mich.; 
and William Lannigan, Boston (left to right), 
apply a traction device in the Scientific 
Exhibit. 


Left, Dr. G. S. Hackett’s demonstration of 
treatment of “low back pain” brought a 
large audience to his exhibit. 


Below, push-button device in National 
Tuberculosis Association exhibit was one of 
the many interesting features. 


Below, what is new in hydrotherapeutic tanks was demonstrated 
by Ralph E. Worden, 
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After reference committees discussed resolutions presented to the House of Delegates, their reports were 
heard by the House. In session here is the Reference Committee on Insurance and Medical Service. 


Dr. Charles Munch, conductor of 
the Boston Symphony, led the or- 
chestra in special concert for 
physicians and their families. 


Vv. C. Royster, senior associate editor 
of the Wall Street Journal, New York, 
spoke on “The Doctor's Future’ in 
America” at the eighth Medical Public 
Relations Conference. 


Erle Cocke Jr. (left), vice president of Delta Airlines; Leonard E. Read, 
president, Foundation for Economic Education; and U. 8. Congressman 
Thomas B. Curtis, Missouri, were guest speakers at the Medical Public 
Relations Conference and were greeted by A. M. A. President-Elect 
Dwight H. Murray (second from left). 


Left, California Medical Association was the donor of a $25,000 check 
to the American Medical Education Foundation. Dr. Louis H. Bauer 
(left), president of the AMEF board of directors, accepted the gift from 
Dr. Donald Cass of the California delegation. 
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PRESIDENT’S MID-YEAR REPORT 


Since we last met in June at Atlantic City, I have trav- 
eled nearly 30,000 miles and talked to scores of audiences 
as your President. It is my pleasure at this time to report 
on some of the things which have happened in our or- 
ganization and some of the things I have seen and heard 
throughout the United States. In all of my talks and 
radio, television and press interviews during the past 
few months I have tried to prove worthy of the trust 
which this House of Delegates has placed in me. There 
is one basic truth I’ve tried to drive home repeatedly — 
that doctors take care of sick folks, period. I have told 
my audiences that medicine can become a racket if other 
considerations are put ahead of that one simple humani- 
tarian service to which we are all pledged. 

From personal observation around the country I am 
satisfied that we are making good progress in informing 
the public and the profession of our objectives. We have 
also attempted to show in tangible ways the seriousness 
of our purpose. We must now intensify our educational 
program and increase our list of tangible accomplish- 
ments for the health benefit of the public. Complacency 
should be regarded as our greatest enemy. It would be 
presumptuous of me to attempt a detailed report of the 
many worthwhile activities engaged in by the various 
councils, committees and departments of your American 
Medica! Association. These reports were splendidly pre- 
sented in the Oct. 29 issue of THE JOURNAL on pages 
878 to 947. I regret only that I do not have the power 
to make this “Officers Reports” section compulsory read- 
ing for every physician member in the United States. 
Here are the answers to the countless questions they 
have about “what is the A. M. A. doing?” It is inex- 
cusable for the membership to be uninformed when the 
material is handed to them virtually on a silver platter. 
For example, I would like to highlight some of the 
work being done by the Law Department, which was 
created in August, 1954, as a successor to the Bureau 
of Legal Medicine and Legislation. An effective liaison 
has been established between the department and the 
various councils and committees so that legal assistance 
is available on a day-to-day basis. Two very important 
studies have been launched by the department. One is to 
ascertain which states have established panels of experts 
to provide medical testimony in personal injury cases and 
in suits involving professional liability. The other is an 
extensive survey dealing with professional liability. Dur- 
ing the month of October, the department sponsored, in 
cooperation with the Committee on Medicolegal Prob- 
lems, three highly successful Medicolegal Symposiums 
in Chicago, Omaha and New York City. These meetings 
were attended by both physicians and attorneys. It is 
hoped that similar meetings can be arranged in the future 
in cooperation with the American Bar Association. Hav- 
ing attended the Chicago symposium, I might say that I 
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am convinced such joint meetings will be most effective 
in promoting harmony between the two professions and 
assuring the proper administration of justice in medico- 
legal cases. 

Let’s, for a moment, look at the Council on Medical 
Service. As a past member and chairman I have a more 
intimate knowledge of its activities. Currently the group 
is engaged in upwards of 60 different projects. In the past 
few months it has given individual service to more than 
3,700 physicians, communities, civic organizations and 
firms through its Physician Placement Program, in co- 
operation with 39 state medical associations. During the 
same period, the Council completed a review of the Hos- 
pital Construction Act, organized a Committee on Geri- 
atrics, formulated guides on indigent care plans in co- 
operation with other groups, drew up principles for 
evaluating management and union health centers, sur- 
veyed physician attitudes on voluntary health insurance 
programs and prepared 10 new publications. 

At a meeting in Chicago a couple of weeks ago, the 
Council on Mental Health brought together representa- 
tives of more than 40 state medical associations for a 
discussion of ways to improve the care of those unfortu- 
nates who are affected by mental and emotional dis- 
turbances. The activities of this Council are growing rap- 
idly and are now bearing fruit. Along with the Ameri- 
can Psychiatric Association the Council on Mental 
Health spearheaded development of the recently formed 
Joint Commission on Mental Illness and Health. This 
Commission will carry out a nationwide analysis and re- 
evaluation of the human and economic problems of men- 
tal illness and health. Twenty other national organiza- 
tions are joined in the work of the Commission. Time 
will not permit me to even touch on the invaluable work 
of our Council on Medical Education and Hospitals, the 
Division of Councils of Therapy and Research, the Bu- 
reau of Health Education, the Department of Public Re- 
lations, the Council on Scientific Exhibits, and the many 
other groups within our setup, but we owe each and every 
one of them a rousing vote of thanks for devoted per- 
formance of duty. 

Yes, we are moving along in the right direction. But 
before we can successfully achieve the objectives we 
proclaim to the public, we have to deal with some critical 
problems affecting internal relationships in the field of 
medicine. Uppermost is the situation existing between 
some of the hospitals and the anesthesiologists, radiolo- 
gists and pathologists. I cannot go into detail on specific 
instances because there are peculiar local circumstances 
to be considered in each case. However. | have found 
that where serious differences of opinion exist between 
hospital administrators and the specialists | have listed, 
stubbornness and lack of understanding create the road- 
blocks that cut off amicable solution. 

We don’t want hospitals to engage in the practice of 
medicine and we don't want them to exploit physicians. 
At the same time we must recognize the fact that depart- 
ments of radiology, pathology and anesthesiology should 
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be self-supporting. Above all there should be the realiza- 
tion on both sides that the welfare of patients supersedes 
everything else. We cannot afford to let the quality of 
care for hospital patients suffer because of internal bick- 
ering Over operating policies. The differences which exist 
between certain physicians and hospitais can be resolved 
through intelligent discussion across a conference table. 
If we cannot work out our own problems sensibly then 
we have no right to insist that outside influences be ex- 
cluded. 

Another sore spot which has arisen in various parts of 
the country is the dispute over circumstances under 
which medical school faculty members are permitted to 
engage in the private practice of medicine as a means of 
supplementing income. This situation has created bad 
publicity in some of the cities I have visited. Surely, in- 
telligent and temperate discussion of this problem within 
the profession would be more desirable than a public 
brawl. I understand that the Council on Medical Service 
is to make a progress report at this session on the ex- 
haustive study of the problem which is being made in 
cooperation with the Council on Medical Education and 
Hospitals, the American Hospital Association and the 
Association of American Medical Colleges. Please let’s 
work this out according to the needs of a given situation 
in a manner befitting intelligent, well-educated and ma- 
ture men. 

There has also been called to my attention in various 
parts of the country certain activities of the Joint Com- 
mission on Accreditation of Hospitais. 1 am hopeful 
that the Committee which has been appointed to review 
functions of the Joint Commission will come up with 
recommendations that will eliminate the points at issue. 
The citizens of this country, the hospital and the medical 
profession owe much to the Joint Commission for the 
protective service which it has always rendered. We 
should be able to iron out any wrinkles which may exist. 

I think also that one of our greatest internal problems 
is a reluctance to recognize the fact that we are not cast 
from a perfect mold. A major responsibility which we 
have to the people we serve is to assure them of top 
quality medical care by men of unquestionable integrity. 
We help neither ourselves nor the public when we close 
our eyes to the misdeeds of the very few among us who 
care not for the pledge of ethical conduct. No matter 
what station a physician may have reached in his com- 
munity, the members of his society should be ruthless in 
dealing with him when it is proved that he has aborted 
the Principles of Medical Ethics by which we are all 
bound. 


Now I would like to turn for a moment to some of our 
external problems. As you all know there have been 
some changes in the doctor draft law during the past 
year. However, these still leave much to be desired. It 
is my firm belief that the doctor draft will continue in- 
definitely unless we get Congress to do something about 
it. If present conditions of service are allowed to exist 
in our armed forces, the career medical man may become 
extinct. As of the moment only one-third of the Naval 
Medical Corps is composed of career personnel. The bal- 
ance is made up of reservists and draftees. I am sure 
that a similar situation exists in the Air Corps and the 
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Army. During the past few months I have given this 
matter much thought and I am prepared to present sev- 
eral plans for our action. I believe that the A. M. A. can 
take positive leadership in solving this very important 
problem. We can be of good service to Congress by 
showing the way it can be done. From conversations [ 
have had with military personnel of various grades, I feel 
that 80% of the problem involves economics. Another 
part lies in the recruitment program for career services. 
A committee at the Pentagon has already launched a 
study into this problem and I think it is our responsibility 
to offer ali the help we can. 


In the field of legislation there is another development 
which I think should command our special attention. 
During the last session of Congress the House of Repre- 
sentatives adopted amendments to the Social Security 
Act which would permit cash payments for total and 
permanent disability after the age of 50, make women 
eligible to receive their pensions at age 62 instead of 65 
and extend certain dependency benefits. These amend- 
ments are now before the Senate Finance Committee. 
I think we all realize that Social Security is here to stay 
and few of us have any violent objection to the over-all 
program. However, we are directly concerned with 
phases of the law which pertain to medical matters. It 
seems to me that at every session of Congress in recent 
years office seekers have vied with each other in seeking 
to amend the program so that it would appear our citi- 
zens will get more for nothing. 

The ink was hardly dry on the disability-freeze amend- 
ment before this Congress came up with H. R. 7225, 
the provisions of which I have just outlined. We have not 
yet had any experience with the “freeze” results. Why 
not wait until we see how this works before attempting 
something new? There are many questions that have to 
be answered before we rush ahead with promises of al- 
leged greater benefits to our people. Can we afford the 
increased taxation? After all, that is the only way the 
so-called benefits can be financed. What is the definition 
of total and permanent disability? | know of one area 
where there are four agencies caring for the total and 
permanently disabled. I might add that they are doing a 
good job. However, each of the four agencies has an 
entirely different definition of total and permanent dis- 
ability. Who winds up in the middle on this? The doc- 
tor, of course. I think that the citizens of this country 
should insist on a complete reevaluation of the Social 
Security program. As citizens, as well as physicians, we 
should join in demanding that such a study be made. So 
far as I know, a survey of this nature has never been made 
in the 20 years of the program’s existence. 


The first half year of my presidency is now about over. 
I can see the three-quarter post ahead of me and know 
that the home stretch is just beyond. This is an office 
which has many rewards and many trials. In the year I 
served as president-elect and since my inauguration last 
June, I feel that I was the one who gained the most from 
the thousands of miles of travel by train and plane, from 
coast to coast and border to border. 


I have seen unfolded the magnificence of America and 
its people. I have shared with them their ambitions and 
achievements. If through some magic I were granted the 
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fulfillment of one wish, I would wish that every man, 
woman and child had the opportunity to see and know 
America as | am doing now. Whether you thrill to the 
sight of towering masterpieces in steel and glass, or enjoy 
the simple luxury of ice water on tap in the heart of a 
desert, the realization comes that this is the product of 
enterprising, free Americans; that the guarantee of inde- 
pendence and individual rights stimulates and develops 
incentive. 

The physicians of America share with all our citizens 
these priceless blessings. And they treasure these God- 
given rights as do the laborers, the farmers, the journal- 
ists, the businessmen and the industrialists; as every in- 
dividual who has pride in his own ability and integrity 
and who prizes the self-respect that can be earned only 
through self-reliance. American medicine is proud of its 
contributions toward the preservation of these principles. 
We will always serve our nation and its people with un- 
wavering devotion. 


WHAT’S AHEAD FOR AMERICAN MEDICINE 


It does not take a Swami with a crystal ball to forecast 
what socioeconomic developments the American medical 
profession has to face in the coming year. Events of the 
past few months already foreshadow the future. What we 
do need is the genius with which to cope with the prob- 
lems that have been and are now being created. The year 
1956 will bring with it another presidential election. 
Scores of pressure groups, motivated primarily by self- 
service, will flood Congress and the leaders of both major 
political parties with strong demands for favors in return 
for votes. The hapless citizen, enthralled by flowery ora- 
tory, his vision dimmed from viewing many political 
rallys on television will perhaps be unaware of the hand 
that takes money from his own pocket and places it again 
before him on the silver platter of largess. The transition, 
as always, will leave him a little less to put back into his 
purse. 

In the months ahead, political candidates at every level 
of our government will sing in crescendo the national 
theme song of election campaigns, “I Promise Thee.” 
Higher parity for farmers, special legislative measures for 
labor, more benefits for veterans and greater social se- 
curity coverage for all. Unless we have a radical de- 
parture from past performances, little will be said about 
how we will finance this promised manna from the cam- 
paign headquarters. Among the political lollipops which 
will be dangled before the public will be many measures 
affecting the medical profession. In the past session of 
Congress there were introduced 403 bills and resolutions 
pertaining to medicine. This was only four less than the 
total number we had to deal with in both sessions of the 
83rd Congress. Just like the weather, everyone is in- 
terested in health and our lawmakers are well aware of 
this fact. 

During the next session of Congress we can expect 
the introduction of a proposal for the building of a na- 
tional library of medicine and a museum of medical his- 
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tory. The museum would feature educational exhibits 
on historical developments in medical history and would 
be open to the public. The national library of medicine 
was suggested by the Hoover Commission. We certainly 
have an interest in these proposals and should offer what- 
ever assistance we can in bringing them to fruition. 

The earning power and living standards of the nation’s 
92 million low income families will come under intense 
scrutiny of Congress during the next session. Physical 
and mental disabilities of these people will constitute one 
phase of the study and will undoubtedly affect any pro- 
posals that are made. The American Medical Association 
should be able to provide considerable assistance in this 
project. Through its Council on Medical Service it has 
been studying the medical care problems of low income 
groups for several years. We are now cooperating in a 
survey of mental illness and health problems in the 
United States. This, too, will result ultimately in legisla- 
tive proposals that will affect the profession of medicine. 
It is a project that we should watch closely as it develops. 

Then we have that which I warned against a few 
moments ago, further amendments to the Social Security 
Act. The American Medical Association has no quarrel 
with the over-all program. It is interested only in those 
phases which specifically affect medicine. We have 
watched Social Security amendments piled on amend- 
ments ever since the inception of the law. There has 
never, to my knowledge, been a serious reevaluation of 
the program made in the 20 years of its existence. I think 
it is time that the citizens of this nation insisted on a full 
accounting of what is happening to Social Security and 
what further expansion of the program would mean to 
every taxpayer. Some of the more recent amendments 
which have been proposed would have a serious effect on 
the practice of medicine in the United States. Our con- 
gressmen should be informed fully of our feelings on the 
subject. 

Today you will hear this topic discussed in greater 
detail and I will not take up any more of your time in 
talking about it now. The year ahead will keep all of 
us busy, much busier than we have been for some time. 
Those of us who are attending this meeting have one 
major purpose in common—continued improvement in 
the public relations of the medical profession. I think 
the key to the way people outside the medical profession 
regard us is the manner in which we regard them. It is 
time that we learned to live with our neighbors in our 
respective communities. We are no more perfect than 
any other group in our society. We have no monoply on 
service to humanity. It is our responsibility, individually 
and collectively, to seek out other groups with whom we 
can communicate intelligently. No one is going to give 
one hoot in hades about the problems of the medical pro- 
fession if we sit on our pedestals waiting for others to 
come to us. 

Our training may have bred in us the habit of individ- 
ual responsibility, but we are not the only persons with 
such training. There are millions of other individuals 
in this country who are just as interested in the promulga- 
tion of our free enterprise system as we are. Many of 
them feel even more strongly about the threat of so- 
cialism than we do. Whatever political battles the medi- 
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cal profession may have won in the past were not won 
by physicians alone. Victory was achieved only through 
the support of millions of other voters. And we will al- 
ways need this support in every legislative enterprise 
which commands our interest. 

We talk much about how good medical public rela- 
tions begins in each doctor’s office. Unfortunately, that’s 
where most of it also ends. Outside of his office, many a 
doctor shields himself from contact with other citizens 
like a cloistered nun. He uses his wife and children as a 
buffer between himself and his neighbors. Join the 
P. T. A.? Sorry, too busy... . Serve as an official of the 
local Boy Scout Troop? My boy is a member, but I 
haven't much time to help out. .. . How about acting as 
health officer of the Boys’ Club? I'd like to very much, 
but. ... Lions Club? Rotary? Kiwanis? Elks? Chamber 
of Commerce? Yes, I’m a member and I will try to get 
to the next meeting, but you know how it is. 

Is it any wonder, then, that we get the feeling so often 
that nobody understands us and our problems? How can 
they? We never give other people a chance to know us. 
Do we understand our neighbors and the rest of the citi- 
zens of our respective communities? Hardly. We know 
their appendixes, and their kidneys and their livers and 
their tonsils, but we don’t know what makes them tick as 
fellow human beings who live and eat and work and play 
just as we do. If we would but stop and look around 
we would learn that we have many things in common 
with our neighbors and they would be very willing to help 
us with our problems if we would help them with theirs. 

Quite often when we set out to do a job of public edu- 
cation we think in lofty terms—brochures, pamphlets, 
magazine articles, radio and television programs, forums, 
symposiums, luncheon and dinner meetings. Yet we ig- 
nore the simplest, least expensive and most effective 
medium of communication—word of mouth, neighbor- 
to-neighbor and person-to-person. People like to ask 
questions and they want immediate answers. They can't 
talk to a pamphlet or a magazine. They can’t interrupt 
a radio or television program. And quite frequently 
then we set up public meetings, at which we invite ques- 
tions from the audience, the question period is so short 
that the moderator closes the meeting before most of 
those in the audience have had an opportunity to get over 
their initial stage fright. Don’t misunderstand me. I am 
not suggesting that we eliminate the popular, accepted 
mediums of mass communications. It is my hope that we 
will learn to augment these excellent devices with the 
more intimate mode of communication, personal chats 
with our neighbors and the rest of our nonmedical 
friends. It might be a good idea to key our public rela- 
tions programs for 1956 to this spirit of neighborliness. 

The technical aspect of public relations in medicine 
has grown considerably during the past few years. Many 
State and county medical societies have employed full- 
time public relations people to assist the public relations 
chairmen and their committees in formulating workable 
programs of getting medicine’s story to the public. At 
A. M. A. headquarters, Leo Brown, in compliance with 
the wishes of the House of Delegates and the Board of 
Trustees, has organized a public relations department 
that is second to none in this country. The members of 
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his staff are highly skilled in all phases of PR techniques 
and they are at your service, around the clock if needs be. 

A good job has been done by everyone—at the 
county, state and national levels—in putting across a 
formal public relations program for the medical pro- 
fession. You have all cooperated splendidly and ap- 
proached the many problems confronting us with intel- 
ligence and a remarkably high degree of ability. It would 
be easy to sit back now and drift into a dream world of 
complacency. This is something we cannot afford to do. 

It is at this point that we should reexamine our respec- 
tive PR programs and resolve to clobber the cliches, im- 
prove old techniques and develop new ones. There is a 
great deal of PR talent assembled in this room. Surely 
among us there must be some fresh ideas and untapped 
Stores of imagination. As we approach 1956 we still 
have to cope with the oft-repeated charge that organized 
medicine is against every measure that would enhance the 
health and welfare of our nation’s citizens. We still have 
to get around the problem posed by the individual who 
says that “my doctor is wonderful, but the other you can 
have.” We need not delude ourselves; our work is far 
from finished. 


I think that in the year ahead we should work even 
harder than before to further improve our relationship 
with the press. These are the people who daily put into 
print the message we want to carry to the general public. 
They are not our servants nor our employees and should 
never be so regarded. We should learn to tell our story 
in such a way that it is always newsworthy. We should 
not rely on personal friendships with publishers and edi- 
tors to bring extraordinary pressure on reporters for cov- 
erage of our various meetings and functions. The empha- 
sis should always be on the newsworthiness of what we 
do and say and not on personalities. A press item which 
is printed merely as a courtesy to a friend has no value 
whatsoever. The only person who will read it is the one 
who imposed on his friendship with the editor or pub- 
lisher. Our job during the year ahead will be more 
clearly defined by the speakers who follow me. Nowhere 
in the excellent program which has been arranged by the 
Public Relations Department do I see a low spot. We 
have much to learn at today’s conference and I’m certain 
that the time you spend here will pay many dividends 
when you go back to your respective communities. 

Public relations is not the nebulous glob of gobbledy- 
gook that some people make it sound like. In the past 
25 or 30 years it has developed into a profession that 
requires many exacting and specific skills. The public 
relations chairmen of our medical societies need the as- 
sistance of those who devote their full time and special- 
ized knowledge to this field. Wherever possible the serv- 
ices of these specially trained men and women should be 
obtained, even if only on a part-time consulting basis. 
In the long run the entire medical profession will benefit 
from such a policy. Another year is ahead of us, bringing 
with it challenges—some old and some new. No prob- 
lem is so great that it cannot be solved. None is so small 
that it should be ignored. Let’s shine up the old tools and 
pick up the new and get to the job ahead with vigor and 
imagination. The scope of our projects should be limit- 
less. 
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REPORT ON ACTIONS OF THE HOUSE OF 
DELEGATES, NINTH CLINICAL MEETING, 
NOV. 29-DEC. 2, 1955 


The following statement is a brief report prepared in 
the office of the Secretary of the American Medical Asso- 
ciation and is a summary of some but not all of the ac- 
tions taken by the House of Delegates at its meeting in 
Boston. In subsequent issues of THE JOURNAL a more 
detailed abstract of proceedings will appear, and, when 
these have been published, in due time there will be 
made available from the office of Secretary of the Asso- 
ciation the official proceedings in booklet form. These 
will be available on request direct to Dr. George F. 
Lull.—Eb. 


Social Security, the report of the Committee on Med- 
ical Practices, grievance committees, and revisions of 
the Code of Medical Ethics were among the major sub- 
jects of discussion and action by the House of Delegates 
at the American Medical Association’s Ninth Clinical 
Meeting held Nov. 29-Dec. 2 in Boston. 

Named as the 1955 General Practitioner of the Year 
was Dr. E. Roger Samuel of Mount Carmel, Pa., whose 
selection by a special committee of the Board of Trustees 
was announced at the opening session on Tuesday. Dr. 
Samuel, a former member of the House of Delegates 
and a general practitioner for 35 years, received the 
medal and citation presented annually for community 
service by a family doctor. Dr. Gunnar Gundersen, 
A. M. A. Board Chairman, who made the award to 
Dr. Samuel, also presented a special citation to Dr. 
Torald Sollmann of Cleveland, charter member of the 
A. M. A. Council on Pharmacy and Chemistry for over 
50 years and its chairman since 1936. Dr. Sollmann, 81 
years old, was honored for his “outstanding service to 
the medical profession and on behalf of the advance- 
ment of medical science.” 

Total registration at the end of the third day of the 
meeting had reached 7,027, including 3,672 physicians. 


SOCIAL SECURITY 

Major legislative policy action taken at the Boston 
meeting involved H. R. 7225, known as the Social Secu- 
rity Amendments of 1955. This bill, which was passed 
last summer by the U. S. House of Representatives and 
is now pending before the Senate Finance Committee, in- 
cludes a proposal for federal cash benefits to selected in- 
dividuals judged to be permanently and totally disabled. 
The House of Delegates adopted a substitute resolution 
proposed by the Reference Committee on Legislation 
and Public Relations to combine the intent of four reso- 
Jutions and three supplementary reports of the Board of 
Trustees dealing with H. R. 7225 and other aspects of 
Social Security. The substitute resolution stated the fol- 
lowing policy: 

That the American Medical Association reiterate in the 
strongest possible terms its determination to resist any encroach- 
ment upon the American system of medical practice which 
would be detrimental to our patients, the American people: 

That the American Medical Association urge and support the 
creation of a well-qualified commission, either governmenial or 
private or both, to make a thorough, objective and impartial 
study of the economic, social and political impact of Social 
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Security, both medical and otherwise, and that the facts de- 
veloped by such a study should be the sole basis for objective 
non-political improvements to the Social Security Act, for the 
benefit of all of the American people: 

That the American Medical Association pledges its whole- 
hearted cooperation in such a study of Social Security in the 
United States, and will devote its best efforts to procuring and 
providing full information on the medical aspects of disability, 
rehabilitation and medical care of the disabled, and 

That copies of this resolution be transmitted to the President 
of the United States, to all members of the Cabinet, to all 
members of the Congress, and to all constituent state medical 
associations. 

OAS] COVERAGE OF PHYSICIANS 


In another action on Social Security, the House passed 
the following resolution designed to determine the exact 
attitude of physicians toward compulsory or voluntary 
coverage under the Social Security system: 


WHEREAS, Misunderstanding exists about the position of the 
medical profession on the question of the inclusion of physicians 
in the Old Age and Survivors Insurance provisions of the Social 
Security Act; therefore be it 

Resolved, That the House of Delegates of the American 
Medical Association recommend to state societies that they poll 
their entire membership on this question and that the results of 
the poll be transmitted to the Board of Trustees of the American 
Medical Association as soon as possible. 


REPORT ON MEDICAL PRACTICES 

The House passed a substitute resolution offered by 
the Reference Committee on Insurance and Medical 
Service to implement the findings and recommendations 
of the Committee on Medical Practices (Truman com- 
mittee), which studied the basic causes leading to cer- 
tain unethical practices and unfavorable publicity. The 
resolution adopted with the proviso that it is subject to 
review by legal counsel, includes the following points: 


That a Continuing Committee on Medical Practice be created 
in the American Medical Association to conduct a study of the 
relative value of diagnostic, medical and surgical services and 
to report its findings and recommendations to this House in the 
same manner as is now followed by other committees and coun- 
cils of the Asseciation; 

That this committee shall consist of five members of the 
House appointed by the Speaker, three of whom shall be general 
practitioners; . 

That this committee be directed to utilize all possible means 
to stimulate the formation of a department of general practice 
in each medical school: 

That the American Medical Association approve of the 
medical school teaching programs which afford the medical 
student opportunity for experience in the general practice of 
medicine: 

That the representatives of the American Medical Association 
on the Joint Commission on Accreditation of Hospitals be in- 
structed to stimulate action by that body leading to the warning, 
provisional accreditation or removal of accreditation of com- 
munity or general hospitals which exclude or arbitrarily restrict 
hospital privileges for generalists as a class regardless of their 
individual professional competence, after appeal to the Com- 
mission by the County Medical Society concerned; 

That this committee cooperate in every way and assist the 
Public Relations Department of the American Medical Associ- 
ation to present a program of public education designed to bring 
about a better understanding of all fields of medical practice, 
and 


That this committee use its full influence to discourage any 
arbitrary restrictions by hospitals against general practitioners 
as group or as individuals. 
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In a complementary action on the same subject, the 
House also approved a supplementary report of the 
Board of Trustees that included the following sugges- 
tions: 1. All nonsurgical groups should be asked for 
their suggestions and cooperation in carrying out a public 
education program on the value of diagnostic and med- 
ical work. 2. The various boards should be encouraged 
to reappraise the practice restrictions on their board 
diplomates. 3. The American Medical Association 
should continue to discourage arbitrary restrictions by 
hospitals against general practitioners. 4. Organized 
medicine is “ready, willing and able to solve satisfac- 
torily its own problems, and such assurance should be 
given to the American Hospital Association or any other 
group concerning itself with such problems.” 


GUIDES FOR GRIEVANCE COMMITTEES 

The House approved the report of the Committee to 
Recommend Guides for Grievance or Mediation Com- 
mittees and commended the Committee for “their superb 
approach to this problem.” Purpose of the guides is “to 
promote general uniformity of organization and function 
of grievance committees—and better understanding ot 
their purposes—without interfering with the inherent 
autonomy of constituent medical associations. Constitu- 
ent associations are therefore urged to implement these 
guides without delay.” 

The Reference Committee on Miscellaneous Business 
made the following recommendations, which were 
adopted by the House: 

Your reference committee desires to support the recommenda- 
tion that a brochure be published promptly which will outline 
the recommendations regarding the activities of Grievance 
Committees and that this brochure be given wide distribution. 

We recommend also that there be an appendix to this brochure 
in which additional, practical suggestions shall be included. 

We desire also to support the contention that there should 
be no equivocation concerning the naming of such committees 
and we recommend that a uniform policy be adopted in which 
they are called frankly “Grievance Committees.” 

Finally, your reference committee recommends that because 
of the many variables, including the laws of the several states, 
which may influence the Operations or procedures followed by 
State Grievance Committees, legal counsel shall be sought at 
the local level within the states, 


MEDICAL ETHICS 
A proposed revision of the Principles of Medical 
Ethics and Precepts of Manners of the American Med- 
ical Association was submitted to the House by the Coun- 
cil on Constitution and Bylaws. The following reference 
committee suggestion was adopted by the House: 


In discussion it became evident that there was need for wide 
distribution of these principles and careful study of the proposed 
changes not only by this Reference Committee but also by all 
members of the House and in fact all members of the Associ- 
ation. It seemed desirable also that the two Councils (Council 
on Constitution and Bylaws and the Judicial Council) should 
meet in joint session to consider these proposals. Your Reference 
Committee therefore recommends that these proposals be tabled 
for further consideration at the next annual session of the House 
to be held in Chicago in June, 1956. 

In the meantime, it is recommended that these proposals in 
their entirety be widely publicized and that consideration be 
given to publishing, in the Journal of the American Medical 
Association and also in state medical journals, these proposed 
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changes in the Principles. It is also recommended that con- 
sideration be given to the mailing of copies to each member of 
the Association. Finally, your Reference Committee recom- 
menads that prior to the meeting in Chicago next June the Coun- 
cil on Constitution and Bylaws and the Judicial Council meet in 
joint session to consider these proposed changes, 

In another action on revisions of the Principles of 
Medical Ethics, the House also approved a plan requir- 
ing that all resolutions dealing with changes in the Prin- 
ciples of Medical Ethics shall be considered over a pe- 
riod between sessions of the House before final adoption. 


MISCELLANEOUS ACTIONS 

Among many other actions on a variety of other sub- 
jects, the House of Delegates also: (1) recommended 
that the Board of Trustees give consideration to a dues 
increase for all Association members, with the increase 
designated for contribution to the American Medical 
Education Foundation; (2) adopted a resolution on the 
practice of pathology declaring opposition to “the divi- 
sion of any branch of medical practice into so-called 
technical and professional services”; (3) recommended 
that further purchase and distribution of Salk poliomye- 
litis vaccine be carried on by the presently available com- 
mercial avenues used for other immunizing agents, and 
that all vaccines, once proved, should enter the usual 
channels of distribution; (4) approved appointment of 
an A. M. A. committee to study the prevention of high- 
way accidents; (5) commended the Women’s Auxiliary 
of the A. M. A. tor its financial contributions in support 
of medical education and requested the Auxiliary to 
continue its active efforts; (6) commended the Sears 
Roebuck Foundation for its thoughtfulness and fore- 
sight in sponsoring the new plan for financial assistance 
in establishing medical practice units; (7) received prog- 
ress reports from the Commission on Medical Care Plans 
and from the A. M. A. Law Department on its studies 
of professional liability; (8) approved a Board of Trustees 
recommendation that the State Journal Advertising Bu- 
reau be separated from the American Medical Associa- 
tion and be given full autonomy; (9) congratulated the 
physicians of Iowa tor their efforts in supporting the 
position that the practice of medicine is the right of the 
individual; and (10) approved the selection of Minneap- 
olis tor the 1958 Clinical Meeting and Chicago for the 
1960 Annual Meeting. 


OPENING SESSION 

Dr. Elmer Hess, A. M. A. President, told the opening 
session of the House that complacency should be re- 
garded as the medical profession’s greatest enemy. Al- 
though good progress is being made in informing the 
public and the profession of the objectives of organized 
medicine, he said, educational efforts must be intensified 
and the list of physicians’ tangible accomplishments for 
the health benefit of the public must be increased. Dr. 
Leo H. Bartemeier, Chairman of the A. M. A. Council 
on Mental Health told the House that the new Joint 
Commission on Mental Illness and Health will be ready 
to embark on its nationwide study and reevaluation of 
the human and economic problems of mental illness after 
the first of the year. Dr. Bartemeier, who is chairman 
of the board of trustees of the commission, appeared be- 


V is 
195° 


Vol. 159, No. 16 


fore the House to explain the functions of the new com- 
mission, which was organized to carry out the Mental 
Health Study Act passed by Congress earlier this year 
without a dissenting vote in either house. 


MEDICAL EDUCATION CONTRIBUTIONS 

The A. M. A. Board of Trustees announced that it 
again has appropriated $100,000 to be contributed to the 
American Medical Education Foundation for the sup- 
port of medical schools. The California Medical Asso- 
ciation presented a $25,000 check to the AMEF, and 
the Utah State Medical Society announced an $11,000 
contribution. 


PUBLIC RELATIONS 


PUBLIC RELATIONS SOCIETY OF AMERICA 


I have been invited to speak to you about the various 
attitudes of the public relating to medicine, and to par- 
ticipate in your panel discussion. You wish to know 
what we of the profession of medicine are doing as indi- 
viduals and as organized groups to combat these atti- 
tudes. In my opinion we must approach this by thinking 
of two things: first, the public’s failure to understand the 
problems of doctors and, second, the doctor's failure to 
understand the psychological needs and the problems of 
the patient and his family. 

The failure of the public to understand the doctor’s 
problems has much in common with the story of our city 
of Los Angeles. For years Los Angeles was advertised 
and publicized all over the United States, by deliberate 
plan, to entice people and industry to our area. Even- 
tually there became fixed in the public mind the belief 
that nothing could be disagreeable or unpleasant in Los 
Angeles, the paradise spot of the world. The truth is that 
there is smog—transportation is a mess—the orange 
groves are being torn out to be replaced by row on row 
of houses. The mocking birds are now a rarity. To drive 
from our once beautiful mountains to our once beautiful 
beaches is now a day’s ordeal of traffic bedlam. Yet the 
people still come believing that all is bliss once they 
reach Los Angeles. There are wonderful things here in 
Los Angeles. There are great advantages here, but the 
stereotyped ideas of the public concerning Los Angeles 
are somewhat erroneous. So it is with medicine. 

Medicine has advanced so rapidly and to such a great 
degree—the miracles of medicine have been romanti- 
cized—TV and radio programs and magazine articles 
have extolled them so invitingly (though often incor- 
rectly) that now the public believes implicitly that medi- 
cine iS an exact science and that if only a doctor takes 
an interest in a case and does what is right that in- 
evitably a cure can be assured. On the contrary, medi- 
cine is not an exact science. It depends so much on so 
many variables in individual reactions—in bodily struc- 


Read by FE. Vincent Askey, Speaker of the House of Delegates, before 
the Eighth National Public Relations Conference, Los Angeles, Nov. 16. 


PUBLIC RELATIONS 1551 


ture—in the physiology and psychology of a patient (to 
say nothing of the skill and personal ability of the physi- 
cian who will make the decisions) that by no means can 
we say that in medicine one thing must follow another. 

Nor does the fact that in medicine many procedures 
are so common and usually unaccompanied by bad re- 
sults allow us to accept good results as being inevitable 
sequelae. Yet so widespread is that belief that recently 
one judge of our courts ruled that, since hypodermic in- 
jections are commonly made without trouble and since 
everyone has, at some time or other, had an injection of 
some sort. it follows that, if any complications arise fol- 
lowing the injection, that fact is of itself prima-facie evi- 
dence that the injection was unskillfully given or negli- 
gence was present. How stupid can we be in judging 
cause and effect? Yet such things cause malpractice suits 
and problems for the doctor. 

The truth is that often, when two parties are con- 
cerned in an endeavor, great dissatisfaction occurs when 
one party expects to be given more from the other than 
that other can possibly provide. This often holds true in 
the practice of medicine. If a person be saved from 
death from one cause, it is inevitable that some other 
ilIness will claim him at a later date. Doctors can only 
extend the period of life and influence the manner of 
eventual passing. Doctors cannot give perpetual free- 
dom from illness and death. I believe another failure 
of understanding by the public is in regard to a doctor's 
finances. Many people believe that all doctors are 
wealthy and have income other than that which they de- 
rive from their practice. This is not true. These people 
also believe that a doctor should be completely self- 
sacrificing with little interest in his own or his family’s 
comfort and welfare. 

Now I grant you that only part of the people are this 
misinformed in regard to medicine, but there is a definite 
percentage of such people. Some think that if the doctor 
were kindly disposed he could cancel all his bills or at 
least reduce them to a nominal amount. Others even be- 
lieve that doctors are responsible for or set the charges of 
hospitals. Often a doctor is called and asked to Speak 
to the superintendent of a hospital and tell hin to reduce 
the charges or to cancel them because the patient thinks 
they are too high. I grant you that costs are high. At 
times they may be exorbitant. I do know that people 
who are not entirely familiar with medicine or hospital 
procedures are not competent to judge the appropriate 
fee for most procedures. The drawing of blood for a 
test is the least part of such test. Yet this is all the patient 
sees. The making of stained tissue sections and their 
microscopic study are complex, involved procedures that 
cannot be visualized by the uninitiated person. 

Now we must say something about the doctor’s failure. 
Doctors often fail to explain findings or procedures to 
their patients. They fail to make the patient feel that he 
is a part of the cure and to really enlist him and his family 
in the proper conduct of the illness. Doctors fail some- 
times to realize that not only is a disease present but that 
environment and other factors may be the important 
things governing success or failure in treating a patient. 


| 
59 
55 


1552 PUBLIC RELATIONS 


Often emotional factors are more important to the pa- 
tient’s welfare than the reason he gives for calling the 
doctor. Good doctors sometimes fail to see that kind- 
ness, pleasant personality—bedside manner, if you 
please—or even an engaging handsome appearance are 
the reasons why some patients will continue to go to in- 
competent, irregular cultists or practitioners intermina- 
bly, even though the disease condition is getting worse 
day by day under improper treatment. So what are we 
doing about these things and others? 

The medical associations constantly are trying to ac- 
quaint the public with the true state of knowledge in 
medicine by means of talks, magazine articles, sponsored 
TV and radio programs, panel discussions, public hea!th 
fairs, and expositions. Perhaps that has been the trouble. 
We have been so busy trying to give the public the real 
value information in regard to sickness and health that 
we have ignored other things the people can really under- 
stand. The patient is not so much interested in all the 
scientific aspects of a disease as he is in some other fac- 
tors involved. How dangerous is it? How long will he 
be disabled? Will it leave any permanent disability? 
How much is this all going to cost? 

People have to have something they can see for their 
money. They resent paying for something (especially an 
illness) they didn’t want in the first place and for which 
they have little to show after it has gone. Some people 
complain about paying a physician for an examination if 
it discloses nothing abnormal, although they willingly pay 
many times more for a bridge or plate that improves their 
appearance. They would much rather pay for a hairdo 
by a hairdresser of note. The doctor should explain to 
the patient, therefore, what he has done for him. In fact, 
perhaps the patient should be given some one outstanding 
benefit to dwell on that he can tell about to his friends. 

However, perhaps we should admit that those prob- 
lems that we have solved in public relations have come 
as a result of our learning how to work with the press and 
with you public relations experts. We now see increasing 
willingness of the press to give true pictures rather than 
those that to our eyes seem distorted. Sometimes we 
really need you people to put our words into a language 
that the public can understand. I might illustrate this 
need by quoting to you what a stenographer typed after 
hearing a doctor explain the reason a very prominent 
man had died. Her transcription read as follows: “A 
great deal of the pyrosless became strundered and the 
eflux shunted anseribly to the left. The A-G ratio gon- 
flowed and soporified the blood plasma. This conse- 
quently caused a great deal of congestion of the portal 
system. We had very little left to work with. What else 
could we do?” Now did you ever hear such gibberish? 
Yet some people complain that their doctor won't tell 
them anything. But I must hasten. 

The medical profession has tried to determine by sur- 
veys what the actual situation is. Recently the Los 
Angeles County Medical Association has completed a 
survey that shows many surprising things. The most 
surprising to me is to find that the people really think 
that we are O.K. The love and respect given us by our 
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patients make us truly meek. We have promoted meth- 
ods by which the financial hardships of the patient may 
be relieved. The Blue Cross, the Blue Shield, many vol- 
untary insurance plans began with our profession’s spon- 
sorship. The quasi-eleemosynary organizations such as 
the Tuberculosis Association, the Cancer Society, and 
the legion of others began with and continue by reason 
of our cooperation. We have opposed just as vigorously 
those things that we have believed to be against the best 
interests of the public’s health. Socialized medicine, by 
whatever name called, is not good for the public and we 
oppose it. We need more good doctors and not a plethora 
of more poor doctors. 

We welcome the interest of you men of skill in bring- 
ing truth to the public. We are firmly convinced that, if 
people were taught in school, in the press, and in other 
ways that the expectation of a certain amount of illness 
during their lifetime is normal, we could teach them also 
to take proper steps to avoid the hardships that illness 
always brings both in an economic as well as a physical 
way. Our children are being taught that only health is 
normal and they come to believe that, if sickness strikes, 
it is unfair. Children become adults but they carry over 
their resentment of all illness as being abnormal. Some- 
times they resent even the doctor because he is associated 
with the primary object of their resentment. 

To summarize, medicine’s public relations problems 
stem, in part, from the fact that ours is a service normal 
people don't look forward to enjoying. Even after we 
have given good service, many people have the feeling of 
paying for something they didn’t want in the first place. 
Our press has been too good. As a result, we are ex- 
pected not only to subordinate our self-interest to the 
vital interests of the patient, which ts reasonable, but also 
to be without any self-interest. We are expected to dis- 
pense only wonder drugs and to achieve only miraculous 
cures, whereas medicine is not an exact science and 
probably never will be. In any situation where the public 
expects more than a profession can deliver, disappoint- 
ments, dissatistactions, and, eventually, bad public rela- 
tions are the result. 

We are attacking—successfully in most instances— 
problems having to do with the availability, cost, distribu- 
tion, and failures in the quality of our services. This is 
being done through programs of sickness insurance; 
ethical collections; medical social service, public serv- 
ice, Or “grievance” committees; hospital standardiza- 
tion programs; 24 hour emergency telephone coverage 
for large communities; indigent medical care programs; 
and malpractice prevention. We are improving. 

Individually and collectively, the vast majority of my 
colleagues deserve good public relations. With the help 
of your colleagues and with a continuously improved per- 
formance, I am sure we will earn better public relations. 
We believe that, if the truth becomes kn wn and if false 
beliefs be dissolved by that truth, medicine will ascend 
to a pinnacle as yet unknown. Then the health of the 
people will approach near their desires and expectations, 
and we of medicine will see more of the conquests of 
disease that we have sought so long. 
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MEDICAL NEWS 


ALABAMA 


Outbreak of Diphtheria—Dr. Walton H. Y. Smith, Mont- 
gomery, Alabama Department of Health, recently reported that 
29 cases of diphtheria had occurred in Russell County between 
July 15 and Aug. 27. Most of the illnesses were mild. An 
immunization program was instituted in the county, and, by 
Aug. 22, over 8,000 injections had been given to children 16 
years of age and younger. 


ARKANSAS 

New St. Vincent Infirmary.—The new multi-million-dollar St. 
Vincent Infirmary in Litthke Rock was recently opened, 66 years 
after the first St. Vincent Infirmary was founded by the Sisters 
of Charity of Nazareth. The new building has a 425-bed 
capacity and, when it is completed, will be an $8,500,000 
project. The main hospital building contains 12 operating rooms. 
During the past two years the hospital has cared for upwards 
of 5,000 patients of all religious denominations. Dr. Henry G. 
Hollenberg is chief of staff, Dr. John E. Greutter, vice-chief of 
staff, and Dr. Joseph A. Buchman, secretary. Chiefs of divisions 
are Dr. Alfred Kahn Jr., medicine; Dr. Frank G. Kumpuris, 
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surgery; Dr. Robert W. Ross, obstetrics and gynecology; and 
Dr. John M. Smith, general practice. The executive committee 
is composed of Drs. Jerome S. Levy, medicine: Bennett J. 
Reaves, obstetrics and gynecology; William G. Cooper, surgery; 
and John McC, Smith, general practice. 


CALIFORNIA 


Survey of Pollinating Plants.—Ihe Allergy Foundation of 
Northern California has been granted $3,500 from the estate 
of Joseph A. Murphy by the San Francisco Foundation for a 
field survey of important pollinating plants in northern Califor- 
nia. The purpose of the survey is to determine the distribution 
of plants commonly causing asthma, hay fever, eczema, and 
other aliergic diseases in this area. It is estimated that the survey 
will take about two to two and one-half years to complete. The 
results are to be published in book form, available to the medical 
profession, 


Burn Center.—The St. Francis Memorial Hospital, San Fran- 
cisco, recently opened tts Burn Center, an integral part of the 
Plastic and Reconstructive Surgery Center. Located on the 
sixth floor of the hospital, its facilities consist of a ward of four 
adult beds or three adult beds and three cribs—depending on 
the need—and a treatment room with a thermostatically con- 
trolled treatment tub. The unit is air-conditioned and has ultra- 
violet lights. The Burn Center is under the direction of a team 
consisting of plastic surgeons, nurses, anesthetists, and residents 
in plastic surgery. 


Physicians are invited to send to this department items of news of gen- 
eral interest, for example, those relating to society activities, new hospitals, 
education, and public health. Programs should be received at least three 
weeks before the date of meeting. 


Physicians Retirement Association.—The Los Angeles County 
Medical Association announces completion of the Los Angeles 
Physicians Retirement Association plan, which, according to 
Dr. Arthur A. Kirchner, president of the voluntary retirement 
asseciation and chairman of the county medical association’s 
medical economics committee, is “the first such plan established 
under the impetus of any county medical group in the United 
States.” The purpose is to enable members of the Los Angeles 
County Medical Association to save money toward their retire- 
ment. The association provides a means whereby the medical 
association’s members may make investments on desirable terms 
most consistent with safety. At all times, the doctor owns out- 
right the securities that his investments have purchased. Each 
member will receive benefits in the form of a reduced brokerage 
fee because of participation in the group. 


FLORIDA 

Fellowships Available.—The University of Florida College of 
Medicine, Gainesville, offers fellowships and assistantships for 
1956 and 1957 for graduate study in the basic medical sciences. 
Applications must be filed not later than March 1, 1956. For 
information write to Office of the Dean, University of Florida 
College of Medicine, Gainesville. 


Appoint Professor of Psychiatry.—Dr. Maurice H. Greenhill, 
formerly professor of psychiatry at the University of Maryland 
School of Medicine and College of Physicians and Surgeons, 
Baltimore, has been appointed head of the department of psychi- 
atry at the University of Miami School of Medicine, Coral 
Gables, and director of the Psychiatric Institute. 


ILLINOIS 


Wins Trip to Hawaii.—Dr. Sherman S. Coleman, Northbrook, 
winner of an all-expense trip to Hawaii for submitting the best 
paper on bone irregularities in a contest sponsored by the West- 
ern Orthopaedic Association, delivered the award-winning paper 
in Honolulu, Nov. 8 at an assembly of the association. Dr. 
Coleman, an instructor in orthopedic surgery at Northwestern 
University Medical School, Chicago, had as his subject the 
diagnosis of congenital dysplasia of the hip in the newborn 
infant in which the hip bone develops abnormally before birth. 


Chicago 

Grant for Research.—The Multiple Sclerosis Foundation of 
America has presented $25,000 to the University of Chicago 
Clinics for research on the causes of multiple sclerosis. The funds 
will be used to support research by Dr. Richard B. Richter, pro- 
fessor of neurology, and Dr. Eugene M. K. Geiling, chairman, 
department of pharmacology, who will attempt to locate, within 
the nervous system, certain Organic chemical compounds that 
have previously been injected into the blood stream. For this 
purpose, drugs and other compounds “tagged” with radioactive 
chemicals will be used. Some of these drugs are products of the 
university's “atomic farm,” where drug plants are grown in 
atmospheres containing radioactive carbon dioxide. 


Personal.—Dr. Maurice H. Cottle addressed the Baltimore Ear, 
Nose and Throat Society Nov. 6 on “Significance of Some Newer 
Anatomical and Physiological Concepts of the Nose.” He also 
demonstrated nasal corrective surgery at Johns Hopkins Hospital 
and Presbyterian Eye, Ear, Nose and Throat Hospital in Balti- 
more, Nov. 7 and 8.——-Dr. Joseph H. Chivers, medical director 
of Crane Co. since 1936, has been elected medical director of 
the Rehabilitation Institute of Chicago, a nonprofit institution 
concerned with the physical restoration of disabled persons. Dr. 
Chivers, who will serve as the chief medical officer of the in- 
stitute, has resigned as volunteer head of the medical advisory 
committee of the institute to assume his new duties.—-—Dr. 
Samuel M. Feinberg, professor of medicine. Northwestern 
University Medical School, was recently instailed as president 


on 
| 


1554 MEDICAL NEWS 


of the International Association of Allergology, a group com- 
posed of 30 national societies. At the association’s annual con- 
gress in Rio de Janeiro, Dr. Feinberg presented a paper on 
allergic reactions to antibiotics. During a five-week lecture tour 
after the congress, he discussed problems in allergy and im- 
munology at various universities. 


LOUISIANA 


Course on Fluid and Electrolyte Balance.—A program on fluid 
and electrolyte balance, under the chairmanship of Dr. George 
E. Burch, professor of internal medicine, will be presented 
Jan. 16-21, 1956, at Tulane University of Louisiana School of 
Medicine, New Orleans. The course, planned as a review of the 
fundamental principles of water and electrolyte metabolism, will 
also emphasize the clinical applications of these principles. 
Frequent conferences and discussions at the bedside of patients 
will be held. Inquiries may be addressed to the Director, 
Division of Graduate Medicine, 1430 Tulane Ave., New 
Orleans 12. 


MARYLAND 


Friedenwald Memorial Lecture.—Dr. Russell S. Boles, Phila- 
delphia, gave the annual Dr. Julius Friedenwald Memorial 
Lecture, Nov. 3, at the University of Maryland School of 
Medicine and College of Physicians and Surgeons, Baltimore. 
on the medical versus the surgical treatment of gastrointestinal 
affections. 


Appoint Professor of Obstetrics —Dr. Arthur L. Haskins Jr., 
assistant professor of obstetrics and gynecology at Washington 
University School of Medicine, St. Louis, has been named 
professor of obstetrics and gynecology at the University of 
Maryland School of Medicine and College of Physicians and 
Surgeons, Baltimore, to succeed Dr. Louis H. Douglass, who 
retired July 1. 


MASSACHUSETTS 


Personal.—Dr. Sidney Farber, professor of pathology, Harvard 
Medical School, Boston, was named life chairman of the United 
Cerebral Palsy Research Advisory Board at the United Cerebral 
Palsy sixth annual convention, Nov. 11-13, in Boston. Dr. 
Thomas C. Chalmers, an associate in medicine at the Harvard 
Medical School, Boston, has been appointed chief of medical 
service at the Lemuel Shattuck Hospital. For two years Dr. 
Chalmers has been a member of the department of metabolism 
at the Army Medical Service Graduate School. 


Award to Dr. Yakovley.—At its annual convention in Boston, 
United Cerebral Palsy presented the 1955 United Cerebral 
Palsy-Max Weinstein award for outstanding scientific achieve- 
ment in cerebral palsy to Dr. Paul I. Yakovlev, clinical associate 
professor of neuropathology, Harvard Medical School, Boston. 
The award, which consists of a silver plaque and $1,000 in cash, 
was given to Dr. Yakovlev for studies in the anatomy and physi- 
ology of the human brain. Dr. Yakovlev was recently appointed 
curator of the Warren Anatomical Museum at Harvard Medical 
School. During the convention a medical exhibit compiled from 
his large collection of anatomic specimens of the human brain 
was shown at the museum for the first time. 


Veteran School Physician.—When Dr. David M. Hassman, for 
34 years medical director of school health services in Brookline, 
recently retired from that post, the school committee adopted 
a resolution, which read, in part: “Whereas he has devoted him- 
self wholeheartedly and generously in the interests of the health 
of the children and staff members of the public schools, Whereas, 
through his wise counsel and personal devotion, he has left the 
imprint of his spirit on all with whom he has been associated, 
Therefore, be it resolved that the School Committee of Brook- 
line, acting unanimously, pays him tribute and expresses its 
appreciation and its gratitude for his service to the schools of 
the Town.” Dr. Robert H. Hamlin, the town’s health director, 
has been named director of school health services, and a contract 
has been entered into with the Children’s Medical Center of 
Boston for the full-time services of Dr. Maurice M. Osborne Jr. 
as school health physician. 


J.A.M.A., Dec. 17, 1955 


MINNESOTA 

Olmsted Community Hospital.—The $750,000 Olmsted Com- 
munity Hospital, Rochester, was recently completed. At the 
dedication ceremonies, Dr. Charles W. Mayo spoke on com- 
munity health and Dr. Walter C. Alvarez, Chicago, formerly 
of Rochester, on “Role of the General Practitioner.” Other 
physicians participating were Dr. Charles C. Cooper, St. Paul, 
director, American Academy of General Practice: Dr. Theodore 
O. Wellner, president, medical staff, Olmsted Community 
Hospital; and Dr. William F. Braasch, president, board of 
directors, who called the hospital “the realization of our dreams, 
the result of voluntary efforts of the citizens of Rochester and 
Olmsted County, in truly the best tradition of American 
democracy.” The hospital, which has a staff of 21 physicians, 
has S55 beds and 15 bassinets. 


NEW JERSEY 


Memorial Fund for Dr. Charles Block.—-A memorial fund in 
honor of the late Dr. Charles Block, Newark, has been organized. 
The fund will be used for a laboratory to study heart disease 
in the new research building of Newark Beth Israel Hospital. 


Personal.—Dr. Hilton S. Read, Atlantic City, was recently 
honored by the University of Marburg, Germany, when he 
received the Phillips medal, which was bestowed by the German 
consul in New York. The medal was awarded to Dr. Read in 
absentia by the president and senate of the University of Mar- 
burg on the occasion of the 428th anniversary of the founding 
of the university. The citation read, “For meritorious service to 
the University of Marburg through having made it possible for 
more than two doctors of Western Germany to receive additional 
training in the United States of America.” 


NEW YORK 

Professorship in Cardiovascular Research.—The University of 
Buffalo announces receipt of a $90,000 grant from the Harry 
Dent Family Foundation, Inc., for the establishment of a pro- 
fessorship in clinical research in cardiovascular diseases. The 
grant will be applied over.a five-year period, $12,000 each year 
for the professorship and $6.000 each year to cover expenses in 
conjunction with the research conducted. 


Appointments in Pathology.—The Albany Medical College of 
Union University announces the promotion of Dr. Victor N. 
Tompkins from associate in pathology to associate professor. 
Newly appointed as assistant professor of pathology and bacteri- 
ology is Dr. William Thomas Smyth, who previously taught 
pathology at his alma mater, the State University of Iowa 
College of Medicine, lowa City, and who is associated with the 
Veterans Administration Hospital in Albany. 


Course in Radioactive Isctopes.—A four-month course in the 
medical uses of radioactive isotopes will be given Feb. 14, 1956, 
at the Queens General Hospital in cooperation with the Atomic 
Energy Commission. It will consist of weekly four-hour sessions 
of lectures, laboratory exercises, and clinical management of 
patients. Enrollment will be limited to 15. Information may be 
obtained from Dr. Leonard B. Goldman, Director, Radiation 
Therapy Department, Queens General Hospital, 82-68 164th St., 
Jamaica 32. 


Closed-Circuit Television.— At its Postgraduate Assembly, Dec. 
7-10, the New York State Society of Anesthesiologists initiated 
a two and one-half hour closed-circuit television program 
emanating from the new surgical suite at Bellevue Hospital, New 
York City. Dr. Emery A. Rovenstine, chairman, department of 
anesthesiology, New York Post-Graduate Medical School, was 
principal narrator for the following presentations: “A Pre- 
anesthetic Clinic’: “Chlorpromazine in Anesthesia—A Sum- 
mary of Its Clinical Value”; “Light Ether Curare Anesthesia— 
A Clinical Study”: “Maintenance of a Constant Level of Pento- 
thal Anesthesia by Means of an Electroencephalographic Servo 
Mechanism”; “Infant Resuscitation”; “Errors in the Performance 
of Spinal Anesthesia”; “Anesthesiological Management for 
Tonsillectomy”; “Direct Laryngeal Photography”; and “Bron- 
chospirometry.” The program was produced by the Medical 
Television Foundation for E. R. Squibb and Sons and the society, 
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with the cooperation of the New York University Post-Graduate 
Medical School Audio Visual Department, New York University 
Office of Radio-TV, the New York City Department of Hospitals, 
and the Dumont Television Network. 


Personal.— Dr. E. Nicholas Sargent, formerly of Far Rockaway, 
Long Island, has been appointed a full-time radiologist for the 
Virgin Islands.——The division of local health services. New 
York State Health Department, announces the appointment of 
Dr. David E. Overton as district health officer, Suffolk County 
Health Department: Dr. lan D. McLaren, Olean, as Cattaraugus 
County health commissioner; Dr. Paul J. Christenson, Utica, 
as health officer, Utica City Health Department; and Dr. James 
W. Nolan, Mechanicville, as deputy health commissioner in the 
Albany County Health Department.——Dr. Karl Miller Wilson, 
professor emeritus of obstetrics and gynecology, University of 
Rochester School of Medicine and Dentistry, has been awarded 
the 1955 gold medal of the University of Rochester Medical 
Alumni Association for outstanding service to medical edu- 
cation. A member of the original medical school faculty assem- 
bled by Dean George N. Whipple when the school was opened 
in 1925, Dr. Wilson served on the faculty as obstetrician and 
gynecologist-in-chief at Strong Memorial Hospital until his 
retirement in 1952. 


New York City 

Dr. Amberson Accepts New Post.—Dr. J. Burns Amberson Jr., 
former president of the National Tuberculosis Association, has 
been appointed director of the New York Tuberculosis and 
Health Association. Dr. Amberson recently retired as attending 
physician, Presbyterian Hospital, and professor of medicine, 
Columbia University College of Physicians and Surgeons, be- 
coming consultant at the hospital and professor emeritus at the 
college. 


Revision of Sanitary Code.—Pursuant to approval of its plans 
for complete revision and modernization of the sanitary code, 
the City of New York Department of Health announces a con- 
tract between the city and the trustees of Columbia University 
under the terms of which the Legislative Drafting Research 
fund of Columbia will undertake the technical work of revising 
and rewriting the code. Columbia will be paid $160,000 for the 
work, which is expected to take three years. The board of health 
was set up in 1866, and its early regulations have evolved into 
the present sanitary code, the last revision of which was in 1941. 


Training Courses for School Physicians.— The bureau of school 
health and the bureau of child health invite applications from 
qualified physicians who are interested in training for work in 
the New York City schools or in the health department's child 
health stations. As vacancies occur, they are immediately filled 
from those doctors who have completed the training courses. 
Doctors are paid on a per session basis for the duration of the 
course. School health applications may be obtained trom Dr. 
Harold Herman, Bureau of School Health, 125 Worth St., New 
York 13, or by calling WO 2-6900, Extension 461, or from Dr. 
Harold Jacobziner, Assistant Commissioner in Charge of Mater- 
nal and Child Health, 125 Worth St.. New York 13. 


University News.—Dr. Andrew Dickson Hunt Jr. has been 
promoted to assistant professor of pediatrics at New York 
University College of Medicine. He formerly was assistant 
professor in pediatrics at the University of Pennsylvania School 
of Medicine, Philadelphia ———-Dr. Margaret H. D. Smith, for- 
merly instructor in pediatrics at Johns Hopkins University 
School of Medicine, Baltimore, and associate professor of micro- 
biology, Tulane University of Louisiana School of Medicine, 
New Orleans, has joined the New York University College of 
Medicine as associate professor of pediatrics.——Dr. Philip H. 
Sechzer has been named assistant professor, department of 
anesthesiology, New York University Post-Graduate Medical 
School. Dr. Sechzer has also been affiliated with Seton Hospital, 
Fordham Hospital, and the Veterans Administration Hospital, 
Northport. He served as director of the New York State Society 
ef Anesthesiologists in 1954 and is an adjunct member (ex- 
aminer) of the American Board of Anesthesiology. 
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Dr. Schlesinger Goes to St. Louis.—Dr. R. Walter Schlesinger, 
of the Public Health Research Institute of the City of New York, 
has been appointed professor of microbiology and director of 
the department at the St. Louis University School of Medicine 
to replace Lloyd R. Jones, Ph.D., who, because of ill health, 
resigned. His appointment will be associated with the con- 
struction of expanded facilities for research and education in 
microbiology with particular emphasis on virus agents, cellular 
growth, and development. New laboratories, animal quarters, 
and facilities for tissue culture are being built. Dr. Schlesinger 
has been affiliated with the Rockefeller Institute for Medical 
Research, New York, the Institute of Bacteriology and Hygiene 
at the University of Basel in Switzerland, Beekman-Downtown 
Hospital, New York, and the Stamford (Conn.) Hospital. Dur- 
ing World War II, he served on the Army Epidemiological Board 
as a member of the Commission on Neurotropic Virus Diseases. 
After the war, he was associate research professor of pathology 
and head of the virus research laboratory at the University of 
Pittsburgh School of Medicine. 


NORTH DAKOTA 


Personal.— Dr. William FE. Cornatzer, head of the biochemistry 
department at the University of North Dakota School of 
Medicine, Grand Forks, has been asked by the U. S. Atomic 
Energy Commission to serve as consultant at the Oak Ridge 
(fenn.) Institute of Nuclear Studies. The Atomic Energy Com- 
mission has also approved a grant for Dr. Cornatzer’s studies 
on effects of atomic and x-ray radiation on cells of various 
organs. Grants were recently awarded him by the Lipotropic 
Research Fund and the American Cyanamid Company for 
study of lipotropic substances in liver disease. Dr. Olaf A. 
Knutson, Buxton, was honored recently by friends and former 
patients for his 50 years of service to the community, which 
presented him with a gold watch. The community of Ellen- 
dale recently honored Dr. Roy Lynde in celebration of his 50 
years of medical practice. A parade down Main Street to the 
ball park preceded the program there, during which the athletic 
field was named after Dr. Lynde. The celebration ended with 
a night baseball game. 


Robert D. Campbell Foundation.— Ihe First National Bank of 
Grand Forks recently established the Robert D. Campbell 
Foundation in recognition of Dr. Campbell's service to the 
community. The resolution read: “The general purpose of the 
Foundation shall be to advance and promote the best interests 
of the University of North Dakota, its students, and faculty. It 
shall contribute to, assist in, initiate and carry on such activities, 
programs, projects and endeavors as may be deemed by its 
trustees to be best suited to the general purpose.” Dr. and Mrs. 
Campbell gave to the bank as trustee more than $160,000 to 
be transferred to the foundation on their deaths. Contributions 
from any source will be accepted by the foundation to be used 
for any of its purposes. Dr. Campbell established practice in 
Grand Forks in 1894. In 1913, he helped organize the American 
College of Surgeons in Chicago. He is a past-president of the 
North Dakota State Medical Association. Chief of staff of St. 
Michael’s Hospital in Grand Forks for 28 years, he was resident 
physician and surgeon for the Northern Pacific and Great 
Northern railroads from the time he established his practice in 
Grand Forks until he retired. In 1930, he was made president 
of the Great Northern Medical Association. Commissioned a 
captain in the Army Medical Corps in 1917, he was discharged 
as a major in 1919, 


TEXAS 

Personal.— Dr. G. Lucile Robey has been chosen “Typical 
Business or Professional Woman,” by the Business and Pro- 
fessional Women’s Club of Houston, which she has served as 
president. She has also been chairman of the health and safety 
committee for the local club and the state federation and chair- 
man of the international relations committee. 


Electron Microscope for Cancer Research.—The University of 
Texas M. D. Anderson Hospital and Tumor Institute, Texas 
Medical Center, Houston, has purchased an electron microscope 
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to further cancer research being conducted and supervised by 
Dr. Leon Dmochowski, professor of microbiology, Baylor 
University College of Medicine, in the Texas Medical Center. 
It will also be used for undergraduate and postgraduate in- 
struction courses in electron microscopy. 


Mental Health Director Needed.—The Texas State Department 
of Health announces examinations for director, mental healih 
division (salary range, $9,720-$12,120). The minimum qualifi- 
cations are (1) an M.D. degree and one year’s internship; (2) 
an M.P.H. degree or certification by the American Board of 
Psychiatry and Neurology; (3) five years of graduate training 
and experience in psychiatry or pediatric-psychiatry, including 
three years of approved training in one of the two fields (the 
two additional years must be training or experience in psychi- 
atry, pediatric-psychiatry, or public health. One year of train- 
ing or experience must include work with children. Preference 
will be given to those having experience in administering a state 
preventive mental health program or in the capacity of con- 
sultant in such a program.); and (4) licensure to practice medicine 
in Texas. For application write: Merit System Council, 814 
Littlefield Building, Austin, or Dr. Henry A. Holle, Commis- 
sioner of Health, Texas State Department of Health, 410 E. 
Fifth St., Austin, 


WASHINGTON 


Epidemiologist Needed.—Applications will be accepted for the 
newly created position of medical epidemiologist in the Wash- 
ingion State Department of Health. Applicants must be gradu- 
ates of an approved school of medicine and must have had a 
one year rotating internship; one year of graduate training in 
an approved school of public health; and three years of full- 
time employment in public health work, including one year of 
experience in some phase of epidemiology. The examination 
will consist of an evaluation of pertinent training and experience 
(100%). A qualifying interview may also be required. A recent 
photograph should be submitted with application to State Per- 
sonnel Board, 1059 Capitol Way, Olympia (Mailing address: 
P. O. Box 688, Olympia). 


WISCONSIN 

Society News.—At its meeting Dec. 20 in the University Club, 
the Milwaukee Academy of Medicine will have as guest speaker 
Rene J. Dubos, Ph.D., head, department of bacteriology, Rocke- 
feller Institute for Medical Research, New York, who will dis- 
cuss “Physiological State and Susceptibility to Infection.” Cock- 
tails at 6 and dinner at 6:30 will precede the scientific meeting. 


Student Loan Fund.—A gift of $10,338.75 to establish a loan 
fund for medical students in financial need has been made to 
the University of Wisconsin, Madison, by Mr. Richard Harten- 
stein, Milwaukee, whose son, Dr. Hans Hartenstein, Syracuse. 
N. Y., is a graduate of the University of Wisconsin Medical 
School (class of 1947). Individual loans will not exceed $500 
within a single year or total more than $1,500. Interest at the 
rate of 2% a year will not begin until a year after the student 
has graduated. The Harienstein family entered this country 
from Vienna, Austria, as immigrants in June, 1940, after having 
spent time in a Nazi concentration camp, 


GENERAL 

Tay-Sachs Association.—A group of Philadelphia parents have 
banded together to promote research on Tay-Sachs disease, and 
have formed the National Tay-Sachs Association. A national 
roster of affected families is desired to complete and enlarge 
the organization. Physicians are requesied to urge the families 
of Tay-Sachs patients to contact the National Tay-Sachs Associ- 
ation, Yo Box 9602, Philadelphia 31. 


Research on Schizophrenia.—The National Association for 
Mental Health has received from the 33rd Degree Scottish Rite 
a grant of $100,000 for research on schizophrenia. The grant 
will be allocated to a group of 20 projects constituting a co- 
ordinated research program On cause, treatment, and prevention. 


J.A.M.A., Dec. 17, 1955 


This program, carried on by the National Association for Mental 
Health for the past 21 years, has been supported by the Scottish 
Rite since inception of the program. 


History of Medicine Medal.—The American Association of the 
History of Medicine offers the William Osler medal annually 
to the author of the best student essay submitted to the associ- 
ation. Essays must be submitted before the author’s graduation 
or within one year thereafter. Essays that are the result of 
original research will be given preference, but the association 
will also consider other essays that show an unusual understand- 
ing of historical problems. Essays, not exceeding 10,000 words 
in length, must be sent before March 1, 1956, to Dr. Erwin H. 
Ackerknecht, Chairman, 113 Service Memorial Institutes, 
Madison 6, Wis. 


Anti-Anemia Preparations Board.—Dr. C. Lockard Conley, 
associate professor of medicine at Johns Hopkins University 
School of Medicine, Baltimore, has been appointed secretary 
of the U. S. P. Anti-Anemia Preparations Advisory Board, to 
succeed Dr. Irving M. London, New York, who served as secre- 
tary for the past six years and now continues as a member of 
the board. The board, which reviews the results of clinical tests 
and processes applications submitted by the makers of oral 
preparations, assigns the potency to be claimed for the product. 
Other members of the board are: Dr. Frank H. Bethell, Ann 
Arbor, Mich., and Dr. William B. Castle, Boston. 


Fellowships for Vacation-Time Study.—The National Founda- 
tion for Infantile Paralysis (120 Broadway, New York 5) offers 
fellowships during 1956 for medical students interested in 
vacation-time study. The dean of each approved medical schooi 
in the United States has been asked to nominate six candidates 
for these awards: two for research in the biological and physical 
sciences related to medicine: two for public health and pre- 
ventive medicine: and two for physical medicine and rehabilita- 
tion. Students must have completed one year in medical school 
to be eligible for the research fellowships and two years for 
each of the other types of awards. Fellowships provide for full- 
time consecutive study during a period when the student has a 
minimum of eight weeks of free time. The stipend will be $200 
a month for a minimum of two and a maximum of three months. 
Interested students should apply to the deans of their schools, 
who will provide the application forms, which must be sub- 
mitted to the foundation for approval before the program begins. 
From six to eight weeks should be allowed for administrative 
action by the foundation. 


Report of Rockefeller Foundation.—The annual report of the 
Rockefeller Foundation, 49 W. 49th St., New York 20, discloses 
that, of its total appropriations of $19.107,665 for 1954, the 
largest amount ($5,102,796) was used for medicine and public 
health. The largest grants made in the United States went to 
Harvard Medical School and the Massachusetts General Hos- 
pital, Boston, for a joint program of improved teaching in 
family care and to the Washington University School of Medi- 
cine, St. Louis, for a department of dermatology. The principal 
contribution made to the investigation and control of specific 
diseases was its virus program, which involved support for work 
by its own staff and for fundamental virus research elsewhere, 
including a grant of $210,000 to the virus laboratory of the 
University of California. The foundation also awarded a grant 
for continuance of a study by the committee for research in 
problems of sex, the National Research Council; a grant for 
study of the inheritance factor in sickle cell anemia to the 
Child Research Center of Michigan; and $150,000 in sup- 
port of a proposal from the Department of Public Health of 
California that a chronic disease epidemiology center be 
established. 


Multimillion Dollar Award for Medical Education.—The 
Commonwealth Fund has announced the award of $7,150,000 
from its capital funds, to help medical schools clarify their 
educational objectives in the postwar world and to institute or 
to maintain creative programs in medical education. These un- 
restricted grants to 10 university medical schools are made in 
addition to the 2 million dollars already given to medical edu- 
cation by the fund in the fiscal year 1954-1955. Medical schools 
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receiving the grants were: Columbia University College of 
Physicians and Surgeons, New York, $750,000; Cornell Univer- 
sity Medical College, New York, $750,000; Emory University 
School of Medicine, Emory University, Ga., $600,000; Harvard 
Medical School, Boston, $1,000,000; New York University 
College of Medicine, $750,000; Tulane University of Louisiana 
School of Medicine, New Orleans, $750,000: Western Reserve 
University School of Medicine, Cleveland, $1,000,000; Univer- 
sity of Chicago School of Medicine, $500,000; University ot 
Southern California School of Medicine, Los Angeles, $300,000; 
Yale University School of Medicine, New Haven, Conn., 
$750,000. The Commonwealth Fund, established in 1918 by 
Mrs. Stephen V. Harkness, “to do something for the welfare 
of mankind,” is continuing the study of other medical schools 
in line with this announced policy. 


National Medical Fellowships.—The National Medical Associ- 
ation announces the availability of fellowships, scholarships, 
and loans to Negro candidates who are citizens of the United 
States. Loans are made to applicants who have received the 
M.D. degree and who wish to continue in training in a specialty 
with the ultimate purpose of attaining board certification. 
Generally these loans are $1,500 or less; application may be 
made for renewal of the loan. Under unusual circumstances a 
fellowship instead of a loan may be awarded in this category. 
Fellowships for advanced training are awarded (a) when a 
candidate is of outstanding quality; (b) when he is preparing 
himself for teaching responsibilities or for research in a teach- 
ing department or for leadership in a program of community 
healih care; (c) when he has a definite appointment of this sort 
or an excellent prospect of receiving one on completion of his 
fellowship; and generally (d) when the training he receives will 
aid in the development of a particular school whose educational 
objectives seem sound. Fellowships in pediatrics, orthopedics, 
and neurology are awarded by the National Foundation for 
Infantile Paralysis on recommendation by National Medical 
Fellowships, Inc., and are administered by the foundation. 
Fellowships in the other branches of medicine and surgery are 
awarded by National Medical Fellowships, Inc., from funds 
provided by the Commonwealth Fund and are designated as 
“Fellowships for Advanced Training (Commonwealth Fund).” 
Application blanks may be secured from Mrs. Hilde Reitzes, 
Executive Secretary, National Medical Fellowships, Inc., 951 
E. 58th St., Chicago 37, Completed applications must be re- 
ceived by March 1. 


Society News.—Officers of the American Hospital Association 
include: Mr. Ray E. Brown, president; Dr. Albert W. Snoke, 
New Haven, Conn., president-elect; and Mr. John N. Hatfield, 
Chicago, treasurer. Newly elected officers of the Baltimore- 
Washington Dermatological Society include: Dr. Eugene S. 
Bereston, Baltimore, president; Col. Franklin H. Grauer, M. C., 
Washington, D. C., vice-president; and Dr. Arnold H. Gould, 
Washington, D. C., secretary-treasurer. Officers of the Joint 
Commission on Mental Illness and Health, Inc., include: Dr. 
Kenneth E. Appel, Philadelphia, president; M. Brewster Smith, 
Ph.D., New York, vice-president; Mr. Charles Schlaifer, secre- 
tary-treasurer; and Dr. Leo H. Bartemeier, Baltimore, chairman 
of the board of trustees. Officers of the American College of 
Gastroenterology include: Dr. James T. Nix, New Orleans, 
president; Dr. Arthur A. Kirchner, Los Angeles, president-elect; 
Drs. C. Wilmer Wirts, Philadelphia, Frank J. Borrelli, New 
York, Joseph Shaiken, Milwaukee, and Henry Baker, Boston, 
vice-presidents; and Dr. Theodore S. Heineken, Bloomfield, 
N. J., secretary——Officers of the American Congress of 
Physical Medicine and Rehabilitation include: Dr. Gordon M. 
Martin, Rochester, Minn., president; Dr. Alvin B. C. Knudson, 
Washington, D. C., president-elect; Drs. Donald L. Rose, 
Kansas City, Kan., Arthur C. Jones, Portland, Ore., Frederic J. 
Kottke, Minneapolis, Donald A. Covalt, New York, and Donald 
J. Erickson, Rochester, Minn., vice-presidents; Dr. Frances 
Baker, San Mateo, Calif., secretary; and Dr. Frank H. Krusen, 
Rochester, Minn., treasurer. At its meeting in Atlantic City, 
Sept. 10-14, the congress awarded gold keys for distinguished 
service to: (1) Dr. Walter M. Solomon, posthumously; (2) Dr. 
Robert L. Bennett, Warm Springs, Ga.; and (3) Dr. Earl C. 
Elkins, Rochester, Minn. Dr. Shyh-Jong Yue, New York City, 
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won the annual essay award for his paper “Arthroplasty of the 
Hip, Its Pre- and Post-Operative Management.” Newly 
elected officers of the American Heart Association include: Dr. 
Irvine H. Page, Cleveland, president; Dr. Edgar V. Allen, 
Rochester, Minn., president-elect; and Drs. Eugene B. Ferris, 
Atlanta, Ga., Louis E. Martin, Los Angeles, and David D. 
Rutstein and Robert W. Wilkins, Boston, vice-presidents. 
Officers of the American Board of Anesthesiology include Dr. 
Rolland J. Whitacre, Cleveland, president; Dr. Donald L. 
Burdick, New York, vice-president; and Dr. Curtiss B. Hickcox, 
Hartford, Conn., secretary-treasurer. 


CORRECTIONS 


Manual for Artificial Respiration.—In the article “A New 
Method of Manual Artificial Respiration for Infants and Small 
Children” in THE JouRNAL, Oct. 22, 1955, in the last line of the 


right-hand column, page 761, (fig. 24) should have been 
(fig. 3A). 


Dysmenorrhea.—In the query entitled “Dysmenorrhea” in THE 
JOURNAL, Oct. 22, 1955, page 829, in the 10th from the last line, 
it is stated that “pain does not occur with an ovulatory cycle.” 
This passage should have read “pain does not occur with an 
anovulatory cycle.” 


MEETINGS 


AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 North 

St., Chicago 10, Secretary. 

1956 Annual Meeting, Chicago, June 11-15, 

1956 Clinical Meeting, Seattle, Nov. 27-30. 

1957 Annual Meeting, New York, June 3-7. 

1957 Clinical Meeting, Philadelphia, Dec. 3-6. 
1958 Annual Meeting, San Francisco, June 23-27. 

ANNUAL CONGRESS ON INDUSTRIAL HEALTH, Sheraton-Cadillac Hotel, 
Detroit, Jan. 23-24. Mr. Clark D. Bridges, 535 N. Dearborn St., 
Chicago 10, Acting Secretary. 

ANNUAL CONGRESS ON MEDICAL EDUCATION AND LICENSURE, Palmer House, 


Chicago. Feb. 11-14. Dr. Edward L. Turner, 535 North Dearborn St., 
Chicago 10, Secretary. 


AMERICAN ACADEMY OF ALLERGY, Chase Hotel, St. Louis, Feb. 6-8. Dr. 
Francis C. Lowell, 65 East Newton St.. Boston, Secretary. 

AMERICAN ACADEMY OF ORTHOPALDIC SURGEONS, Palmer House, Chicago, 
Jan. 28-Feb. 2. Dr. John R. Norcross, 122 South Michigan Bilvd., 
Chicago 3, Secretary. 

AMERICAN COLLEGE OF RADIOLOGY. Drake Hotel, Chicago, Feb. 10-11. 
Mr. William C. Stronach, 20 North Wacker Drive, Chicago 6, Execu- 
tive Secretary. 

AMERICAN SOCIETY FOR SURGERY OF THE HAND, Chicago, Jan. 27. Dr. 
George V. Webster. 1145 East Green St., Pasadena 1, Calif., Secretary. 

EASTERN SECTION, AMERICAN LARYNGOLOGICAL, RHINOLOGICAL AND OtTo- 
LoGcicat Society, Boston, Jan. 13. Dr. John A. Murtagh, Dartmouth 
College, Hanover, N. H., Vice President. 

Los ANGELES MIDWINTER MEeEpDiIcAL CONVENTION, Biltmore Hotel, Los 
Angeles, Jan. 3-5. Dr. Paul D. Foster, 1925 Wilshire Blvd., Los Angeles 
General Chairman, 

Mepicat Society EXecutives CONFERENCE, Drake Hotel, Chicago, Feb. 
6-8. Mr. H. Martin Baker, 1102 South Hillside, Wichita 17, Kansas, 
Secretary. 

MIDDLE SECTION, AMERICAN LARYNGOLOGICAL, RHINOLOGICAL AND 
LoGicaL Society, Netherland Plaza, Cincinnati, Jan. 16. Dr. William 
H. Craddock, 2328 Auburn Ave., Cincinnati 19, Vice President. 

NEUROSURGICAL SOCIETY OF AMERICA, Hotel Key Biscayne, Key Biscayne, 
Miami, Fla., Jan. 18-21. Dr. Lester A. Mount, 700 West 168th St., 
New York 32, Secretary. 

NORTHWEST SOCIETY FOR CLINICAL RESEARCH, University of Oregon Med- 
ical School, Portland, Ore., Jan 21. Dr. Arthur L. Rogers, 1216 S.W. 
Yamhill St., Portland 5, Ore., Secretary. 


REGIONAL MEETINGS, AMERICAN COLLEGE OF PHYSICIANS: 

SHREVEPORT, La., Jan. 14. Dr. M. D. Hargrove, 803 Jordan St., Shreve- 
port, La., Governor. 

PHILADELPHIA, Jan. 20. Dr. Thomas M. McMillan, 330 South 9th St., 
Philadelphia 7, Governor. 

SASKATOON, SAsk., Feb, 3-4. Dr. C. H. A. Walton, Winnipeg Clinic, 
Winnipeg, Man., Canada, Governor. 

Tucson, Ariz., Feb. 11. Dr, Leslie R. Kober, 15 East Monroe St., 
Phoenix, Ariz., Governor. 
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SECTIONAL MEETINGS, AMERICAN COLLEGE OF SURGEONS: 

JACKSONVILLE, Fia., Hotel George Washington, Jan. 16-18. Dr. Kenneth 
A. Morris, 2522 Oak St., Jacksonville 4, Fla., Chairman. 

Society OF UNIVERSITY SURGEONS, Hotel Claypool, Indianapolis, Feb. 
8-10. Dr. C. Rollins Hanlon, 1325 South Grand Blvd., St. Louis 4, 
Secretary. 

SOUTH ATLANTIC. ASSOCIATION OF OBSTETRICIANS AND GYNECOLOGISTS, 
Hollywood Beach Hotel, Hollywood, Fla., Jan. 28-Feb. 1. Dr. C. H. 
Mauzy, Bowman Gray School of Medicine, Winston-Salem, N. C., 
Secretary. 


SOUTHERN SECTION, AMERICAN FEDERATION FOR CLINICAL RESEARCH, Jung 
Hotel, New Orleans, Jan. 20. Dr. John H. Moyer, 1200 M.D. Anderson 
Blvd., Houston, Texas, Secretary. 


SOUTHERN SECTION, AMERICAN LARYNGOLOGICAL, RHINOLOGICAL AND QOtTo- 
LOGICAL Society, The Shamrock, Houston, Texas, Jan. 27-28. Dr. J. M. 
Robison, 1304 Walker Ave., Houston 2, Texas, Chairman. 


WESTERN SECTION, AMERICAN FEDERATION FOR CLINICAL RESEARCH, 
Golden Bough Theater, Carmel, Calif., Jan. 26. Dr. Charles M. Gross- 
man, 301 Selling Bidg., Portland 5, Ore., Secretary. 

WESTERN SECTION, AMERICAN LARYNGOLOGICAL, RHINOLOGICAL AND OtTo- 
LOGICAL Society, County Medical Society Bldg., San Francisco, Jan. 21. 
Dr. David D. DeWeese, 1216 S.W. Yamhill St., Portland, Ore., Vice 
President. 

WESTERN Soctety FOR Ctinical RESBARCH, Carmel-by-the-Sea, Calif, 
Jan, 27-28. Dr. Arthur J. Seaman, University of Oregon Medical School, 
Portland 1, Ore., Secretary. 


FOREIGN AND INTERNATIONAL 

ALL INDIA MEDICAL CONFERENCE, Jaipur, India, Dec. 26-28. Dr. B. N, 
Consul, Association Blidg., S.M.S. Hospital Premises, Jaipur, India, 
Organizing Secretary. 

CANADIAN MEDICAL ASSOCIATION, Quebec, P. Q., Canada, June 10-14, 1956. 
Dr. Arthur D. Kelly, 150 St. George St., Toronto 5, Ont., Canada, 
Secretary. 

CONFERENCE OF INTERNATIONAL UNION FOR HEALTH EDUCATION OF THE 
Pusiic, Rome, Italy, April 27-May 5, 1956. Mr. Lucien Viborel, 92 
rue St. Denis, Paris 1°", France, Secretary-General. 


CONGRESS OF INTERNATIONAL ANESTHESIA RESEARCH Society, Miami Beach, 
Fla., U.S.A., April 9-12, 1956. For information write: Dr. R. 
Whitacre, 13951 Terrace Road, Cleveland 12, Ohio, U.S 


CONGRESS OF INTERNATIONAL ASSOCIATION OF LIMNOLOGY, Helsinki, Fin- 
land, July 26-Aug. 7, 1956. For information address: Dr. H. Luther, 
Snellmansgatan 16 C 36, Helsinki, Finland. 


CONGRESS OF INTERNATIONAL ASSOCIATION OF LOGOPEDICS AND PHONIATRICS, 
Barcelona, Spain, Sept. 3-7, 1956. Dr. J. Perello, Provenza 319, Bar- 
celona 9, Spain, Secretary-General. 


CONGRESS OF INTERNATIONAL SOcIETY OF HEMATOLOGY, Hotel Somerset, 
Boston, Mass., U.S.A., Aug. 27-Sept. 1, 1956. : C. Moloney, 
39 Bay State Road, Boston, Mass., U.S.A., Secretary. 


CONGRESS OF LATIN SoctEly OF OPHTHALMOLOGY, Madrid, Spain, April 
24-28, 1956. For information address: Dr. Costi, Montalban 3, Madrid, 
Spain. 

EuROPEAN CONGRESS OF ALLERGOLOGY, Florence, Italy, Sept. 12-15, 1956. 
Prof. Umberto Serafini, Instituto de Patologia Medica, Viale Morgagni, 
Florence, Italy. Secretary-General. 


EUROPEAN CONGRESS OF CARDIOLOGY, Stockholm, Sweden, Sept. 10-14, 
1956. Dr. Karl Erik Grewin, Sodersjukhuset, Stockholm, Sweden, Gen- 
eral Secretary. 


EUROPEAN SYMPOSIUM ON VITAMIN Biz, Hamburg, Germany, May, 1956. 
For information write: Doz. Dr. H. Bauer, Nervenklinik, Hamburg- 
Eppendorf, Germany. 


INTER-AMERICAN CONGRESS OF CARDIOLOGY, Havana, Cuba, Nov. 4-10, 
1956. For information address: Dr. Ramon Aixala, Apartado 2108, 
Havana, Cuba. 

INTERNATIONAL ACADEMy OF PaTHOLOGy, Cincinnati, Ohio, U. S. A,, 
April 24-25, 1956. Dr. F. K. Mostofi, Armed Forces Institute of 
Pathology, Washington 25, D. C., U. S. A., Secretary. 


INTERNATIONAL CONGRESS AGAINST ALCOHOLISM, Istanbul, Turkey, Sept. 
10-15, 1956. For information address: International contre l’Alcoolisme, 
Case Gare 49, Lausanne, Switzerland. 


INTERNATIONAL CONGRESS ON ANIMAL REPRODUCTION, Arts School, Univer 
sity of Cambridge, Cambridge, England, June 25-30, 1956. Dr. Joseph 
Edwards, Production Division, Milk Marketing Board, Thames Ditton, 
Surrey, England, Hon. Secretary. 


INTERNATIONAL CONGRESS OF ANTHROPOLOGICAL AND ETHNOLOGICAL Sc1- 
ENCES, Philadelphia, Pa., U. S. A., Sept. 2-9, 1956. Dr. William N 
Fenton, National Research Council, Division of Anthropology and 
Psychology, 2101 Constitution Avenue, Washington 25, D. C., U.S. A, 
Secretary-General. 


INTERNATIONAL CONGRESS OF DiETETICS, Congress Palace, Esposizione 
Universale Roma, Rome, Italy, Sept. 10-14, 1956. Prof. E. Serianni, 
Associazione Dietetica, Italiana, via dei Penitenzieri N. 13, Rome, Italy, 
Secretary General. 

INTERNATIONAL CONGRESS ON DISEASES OF THE CHEST, Cologne, Germany, 


Aug. 19-23, 1956. Mr. Murray Kornfeld, 112 East Chestnut St, 
Chicago 11, Ilinois, U. S. A., Executive Director. 


J.A.M.A., Dec. 17, 1955 


INTERNATIONAL CONGRESS OF ENTOMOLOGY, Montreal, Canada, Aug. 17-25, 
1956. Mr. J. A. Downes, Science Service Bldg., Carling Ave., Ottawa, 
Ont., Canada, Secretary. 

INTERNATIONAL CONGRESS OF GASTROENTEROLOGY, London, England, July 
18-21, 1956. Mr. Hermon Taylor, London Hospital, White Chapel, 
London E.1, England, Honorabie Secretary. 


INTERNATIONAL CONGRESS FOR THE HISTORY OF SCIENCE, Florence and 
Milan, Maly, Sept. 3-10, 1956. Dr. M. L. Bonelli, Instituto di Ottica, 
Arcetri, Florence, Italy, Secretary-General. 

INTERNATIONAL CONGRESS OF HUMAN Genetics, Copenhagen, Denmark, 
Aug. 1-6, 1956. For information address: The University Institute for 
Human Genetics, Tagensvej 14, Copenhagen N, Denmark. 


INTERNATIONAL CONGRESS OF HyDAlID Disease, Athens, Greece, Sept. 
14-18, 1956. Prof. B. Kourias, Croix-Rouge Hellenique, 1 rue Mae- 
kenzie King, Athens, Greece, Secretary-General. 


INTERNATIONAL CONGRESS OF INTERNAL Mepicine, Madrid, Spain, Sept. 
19-23, 1956. Dr. J. C. De Oya and Dr. J. Gimena, Hostaleza No, 90, 
Madrid, Spain, Secretaries. 

INTERNATIONAL CONGRESS OF INTERNATIONAL COLLEGE OF SURGEONS, Palmer 
House, Chicago, Illinois, U. S. A., Sept. 9-13, 1956. Dr. Max Thorek, 
1516 Lake Shore Drive, Chicago, Illinois, U. S. A., Secretary-General. 


INTERNATIONAL CONGRESS OF NEO-HippocRATIC MEDICINE, Montecatini, 
Terme, Italy, May 20-22, 1956. Dr. Valente, 41 Avenue Verdi, Monte- 
catini Terme, Italy, Secretary-General. 

INTERNATIONAL CONGRESS OF PAEDIATRICS, Copenhagen, Denmark, July 22- 
27, 1956. Professor P. Plum, Rigshospitalet, Copenhagen, Denmark, 
President. 


INTERNATIONAL CONGRESS OF PHysicAL Mepicine, Copenhagen, Denmark, 
August 20-24, 1956. Dr. B. Strandberg, Kobenhavns amts sygehus i 
Gentofte, Dept. of Rheumatology and Physical Medicine, Hellerup, 
Denmark, Honorable Secretary. 


INTERNATIONAL CONGRESS OF RADIOLOGY, Mexico, D. F., Mexico, July 22- 
28, 1956. Dr. Jose Noriega, Tepic 126 (Qe piso), Mexico, D. F, 
Mexico, Secretary General. 


INTERNATIONAL CONGRESS OF WORLD CONFEDERATION FOR’ PHYSICAL 
THerapPy, Hotel Statler, New York, New York, U. S. A., June 17-23, 
1956. For information address: Miss Mildred Elson, American Physical 
Therapy Association, 1790 Broadway, New York 19, New York, U.S. A, 


INTERNATIONAL GENETICS SYMPOSIUM, Tokyo and Kyoto, Japan, Sept. 6-12, 
1956. For information address: Secretary, International Genetics Sym- 
posium, Science Council of Japan, Leno Park, Tokyo, Japan. 

INTERNATIONAL PHYSIOLOGICAL CONGRESS, Brussels, Belgium, July 29- 
Aug. 5, 1956. For information address: Prof. J. Reuse, Faculte de 
Medicine et de Pharmacie, 115 Boulevard de Waterioo, Brussels, 
Belgium. 


INTERNATIONAL PROFESSIONAL UNION OF GYNECOLOGISTS AND OBSTETRICIANS, 
Madrid, Spain, Sept. 28-29, 1986. Dr. Jacques Courtois, 1 rue Racine, 
St-Germain-en-Laye (S and QO), France, Permanent International 
Secretary-General. 

LATIN AMERICAN CONGRESS OF PHysicaL Mepicine, San Juan, Puerto Rico 
and Curacao, N.W.1., Jan. 29-Feb. 8, 1956. Dr. Cassius Lopez de 
Victoria, 176 East 71st St., New York 21, New York, U. S. A., Exec- 
utive Director. 


MEDICAL WOMEN’S INTERNATIONAL ASSOCIATION, EXTRAORDINARY GENERAL 
ASSEMBLY, Burgenstock, Nidwalden, Switzerland, Sept. 21-23, 1956. 
Dr. Janet Aitken, 30a Acacia Road, London N.W. 1, England, Secretary. 

NATIONAL CONGRESS OF PEDIATRICS, Cuidad Universitaria, Mexico D.F., 
Mexico, May 1-5, 1956. Dr. Ignacio Avila Cisneros, Calzada de 
Madereros No. 240, Mexico 18, D.F., Mexico, Coordinator. 


NORTH QUEENSLAND Mepicat CONFERENCE, Cairns, North Queensland, 
Australia, June 25-30, 1956. Dr. W. R. Horsfall, P.Q Box 672 
Cairns, N.Q., Australia, Secretary. 


PAN-AMERICAN ACADEMY OF GENERAL Practice, San Juan, Puerto Rico 
and Curacao, N.W.1., Jan. 29-Feb. 8, 1956. Dr. Arturo Martinez, 
$4 East 72d St., New York 21, New York, U. S. A., Secretary. 


PAN AMERICAN CONGRESS OF GASTROENTEROLOGY, Havana, Cuba, Jan. 2 
27, 1956. For information address: Dr. Norberto M. Stapler, 1267 
J. E. Uriburu, Buenos Aires, Argentine, S. A. 


PAN AMERICAN CONGRESS OF OPHTHALMOLOGY, Santiago, Chile, S. A., Jan. 
9-14, 1956. Dr. Rene Contardo, Huertanos 930, Ot. 74, Santiago, Chile, 
Secretary General. 

PAN AMERICAN CONGRESS OF OTORHINOLARYNGOLOGY AND BRONCHOESOPHA- 
GoLoGy, San Juan, Puerto Rico, April 8-12, 1956. Dr. C. E. Munoz 
MacCormick, Apartado 9111, Santurce 29, Puerto Rico, Secretary 
General. 

PAN AMERICAN MEDICAL WOMEN’S ALLIANCE, Santiago, Chile, March 6-13, 
1956. For information address: Dr. Eva Cutright, 4538 Beall Ave, 
Wooster, Ohio, U. S. A. 


WorRLD CONGRESS ON FERTILITY AND STERILITY, Naples, Italy, May 18-26, 
1956. For information address: Prof. G. Tesauro, $8. Andrea della Dame, 
19, Naples, Italy. 


Worip MEDICAL AssociaTiION, Havana, Cuba, Oct. 9-15, 1956. Dr. Louis 
H. Bauer, 345 East 46th St., New York 17, New York, U. S. A, 
Secretary-General. 
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EXAMINATIONS 
AND LICENSURE 


NATIONAL BOARD OF MEDICAL EXAMINERS 

NATIONAL BoarD OF MEDICAL EXAMINERS: Various Centers. April 24-25 
(Part Il); June 19-20 (Parts I and Il); September 4-5 (Part 1). Candi- 
dates may file applications at any time but they must be received at 
least six weeks before the date of the examination for which application 
is made. New candidates should apply by formal registration; registered 
candidates may notify the board, indicating desired location, date and 
candidate number. Ex. Sec., Dr. John P. Hubbard, 133 South 36th St, 
Philadelphia 4. 

BOARDS OF MEDICAL EXAMINERS 


ALABAMA: Examination Montgomery, June 19-21. Sec., Dr. D G. Gill, 
State Office Bldg., Montgomery. 

ARIZONA:* Examination. Phoenix, Jan. 18-19. Reciprocity. Phoenix, Jan. 
21. Sec., Dr. M. R. Richter, 411 Security Bldg., Phoenix. 

DELAWARE: Examination. Dover, Jan. 10-12. Reciprocity. Dover, Jan. 19, 
Sec., Dr. Joseph S. McDaniel, Dover. 

GEORGIA: Examination and Reciprocity. Atlanta, June. Sec., Mr. R. C. 
Coleman, 111 State Capitol, Atlanta. 

IDAHO: Examination and Reciprocity. Boise, Jan. 9-11. Exec. Sec., Mr. 
Armand L. Bird, 364 Sonna Bldg., Boise. 

ILLiINnots: Examination and Reciprocity. Chicago, Jan. 24-26. Supt. of 
Regis., Mr. Frederic B. Selcke, Capitol Building, Springfield. 

INDIANA: Examination. Indianapolis, June. Exec. Sec., Miss Ruth V. 
Kirk, 538 K. of Bidg., Indianapolis. 

Matneé: Examination. Portland, Mar. 13-14. Sec., Dr. Adam P. Leighton, 
192 State St., Portland. 

MICHIGAN: * Examination. Ann Arbor and Detroit, June 13-15 (Tentative). 
Sec., Dr. E. C. Swanson, 118 Stevens TIT. Mason Bldg., Lansing. 

MINNESOTA:*® Examination. Minneapolis, Jan. 18-20. Sec., Dr. F. H. 
Magney, 230 Lowry Medical Arts Bldg., St. Paul 2. 

MONTANA: Examination and Reciprocity. Helena, April 3-4. Sec., Dr. S. A. 
Cooney, 7 West 6th Ave., Helena. 

NEBRASKA:* Examination. Omaha, June 18-20. Director, Bureau of Exam- 
ining Boards, Mr. Husted K. Watson, 1009 State Capitol Bldg., Lincoln. 

NevaDa:* Examination and Reciprocity. Reno, Jan. 3. Sec., Dr. G. H. 
Ross, 112 N. Curry St., Carson City. 

New HampsuHire: Examination and Endorsement. Concord, March 14. 
Sec., Dr. John S. Wheeler, 107 State House, Concord. 

New York: Examination. Albany, Buftalo, Syracuse and New York, Feb 
7-10. Seec., Dr. Stiles D. Ezell, 23 S. Pearl St., Albany. 

North Carona: Reciprocity. Durham, Jan. 16. Sec., Dr. Joseph J 
Combs, Professional Bldg., Raleigh. 

NortH Dakota: Examination, Grand Forks, Jan. 4-6. Reciprocity. Grand 
Forks, Jan. 7. Sec., Dr. C. J. Glaspel, Box 228, Grafton. 

OKLAHOMA:* Examination. Oklahoma City, June 5-6. Sec., Dr. E. F. 
Lester, 813 Braniff Bldg., Oklahoma City. 

OrEGON:* Examination. Portland, Jan. 16-17. Exec. Sec., Mr. Howard I, 
Bobbitt, 609 Failing Bldg., Portland. 

PENNSYLVANIA: Examination. Philadelphia, January, Acting Sec., Miss 
Marguerite G. Steiner, Box 911, Harrisburg. 

RHODE ISLAND:* Examination, Providence, Jan, 5-6. Admin. of Profes- 
sional Education, Mr. Thomas B. Casey, Room 366, State Office Blde., 
Providence 2. 

SouTH Dakota:* Examination. Sioux Falls, Jan, 17-18. Exec. Sec, Mr 
John C. Foster, 300 First National Bank Bldg., Sioux Falls. 

TENNESSEE:* Examination. Memphis, Dec. 21-22. Sec., Dr. H. W. Qualls, 
1635 Exchange Bldg., Memphis 

WASHINGTON:* Examination. Seattle, Jan. 9-11. Reciprocity. Seattle, Jan. &, 
Secretary, Department of Licenses, Mr. Edward C, Dohm, Olympia. 

West VIRGINIA: Examination and Reciprocity. Charleston, Jan, 9-11. 
Sec.. Dr. Newman H. Dyer, State Office Bldg.. No. 3, Charleston §. 

WISCONSIN:* Reciprocity and Examination. Madison, Jan. 10-12; Reci- 
procity, Madison, Spring; Reciprocity and Examination. Milwaukee, 
Julv 10-12. Sec., Dr. Thomas W. Tormey, Jr., 1140 State Office Bldg., 
Madison. 

WYOMING: Examination and Endorsement. Cheyenne, Feb. 6. Sec., Dr. 
Franklin D. Yoder, State Office Bldg., Cheyenne. 

ALASKA:* On application. Sec., Dr. W. M. Whitehead, 172 South Franklin 
St., Juneau. 

GuaM. Endorsement. Agana, Jan. 2. The Commission on Licensure will 
meet whenever a candidate appears or submits his credentials, Sec., 
Dr. John E. Kennedy, Agana. 

Hawau: Examination. Honolulu, Jan. 9-12. Sec., Dr. I. L. Tilden, 1020 
Kapiolani, St., Honolulu, 

Puerto Rico: Examination. San Juan, Mar. 6-11. Sec., Dr. Joaquin 
Mercado Cruz, Box 3271, San Juan. 

BOARDS OF EXAMINERS IN THE BASIC SCIENCES 

Arizona: Examination and Reciprocity, Tucson, Dec. 20, Sec., Dr. H. 
D. Rhodes, University of Arizona, Tucson, 

ARKANSAS: Examination. Litthke Rock, May 4-5. Sec., Mr. S. C, Dellinger, 
Zoology Department, University of Arkansas, Fayetteville. 

Connecticut; Examination. New Haven, Feb. 11. Address: State Board 
of Healing Arts, 258 Bradley St., New Haven 10. 

District or CoLumMBia: Examination, Washington, April 23-24. Deputy 
Director, Mr. Paul Foley, 1740 Massachusetts Ave. N.W., Wash- 
ington 6, 
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Iowa: Examination. Des Moines, Jan. 10. Sec., Dr. Ben H. Peterson, 
Coe College, Cedar Rapids. 

MICHIGAN: Examination. Detroit and Ann Arbor, Feb. 10-11. Sec., Mrs. 
Anne Baker, 410 W.> Michigan Ave., Lansing 15, 
MINNESOTA: Examination. Minneapolis, Jan. 3-4. Sec., Dr. Raymond N. 
Bieter, 126 Millard Hall, University of Minnesota, Minneapolis. 
NEBRASKA: Examination. Omaha, Jan. 10-11. Sec., Mr. Husted K. Watson, 
Room 1009, State Capitol Bldg., Lincoln 9, 

NEVADA: Examination. Reno, Jan. 3. Sec., Dr. Donald G. Cooney, Box 
9005, University Station, Reno. 

New Mexico: Examination. Santa Fe, Jan. 15. Sec., Mrs. Marguerite 
Cantrell, Box 1522, Santa Fe. 

OKLAHOMA: Examination. Oklahoma City, Mar. 30-31. Sec., Dr. E. P. 
Lester, 813 Braniff Bldg., Oklahoma City. 


OREGON: Examination. Portland, March 3; June 2. Sept. 8 and Dec. 1. 
Dr. Earl M. Pallett, Sec., State Board of Higher Education, Eugene. 

TENNESSEE: Examination. Memphis, Dec. 30-31. Sec... Mr. O. W. Hyman, 
62 S. Dunlap St., Memphis 3. 

Texas: Examination. Galveston, Dallas, and such other locations as are 
warranted, April. Sec., Bro. Raphael Wilson, 407 Perry-Brooks Bldg., 
Austin. 

WASHINGTON: Examination, Seattle, Jan. 4-5. Secretary, Department of 
Licenses, Mr. Edward C. Dohm, Olympia. 

Wisconsin: Madison, Apr. 7. Final date for filing application is Mar. 30. 
Sec., Dr. W. H. Barber, 621 Ransom St., Ripon. 

ALASKA: On application. Juneau or other towns in Territory as decided 
by Board. Reciprocity. On application. Sec., Dr. C. Earl Albrecht, 
Box 1931, Juneau. 


- 
*Basic Science Certificate required. 


MAGAZINE-TELEVISION REPORT 


The following list of current medical articles in mass-circula- 
tion magazines and forthcoming network television programs on 
medical subjects is published each week only for the informa- 
tion of readers of THt JouRNAL. Unless specifically stated, the 
American Medical Association neither approves nor disapproves 
of the articles and programs reported, 


TELEVISION 
Monday, Dec. 26 


NBC-TYV, 11 a. m.-12 noon EST. “Medical and Health News 
with Howard Whitman,” a segment of the “Home” show. 


NBC-TV, 9 p. m. EST. “Medic” tells the story of aviation 
medicine and of Dr. William Lovelace, the Army doctor who 
parachuted from a plane eight miles above the earth to test 
the effects of high altitude jumps on the human system. 


ABC-TV, 9:30 p. m. EST. “Medical Horizons” takes its re- 
mote camera to New York University-Bellevue Medical 
Center to show how infectious diseases are cared for in a 
general hospital. 
MAGAZINES 
Life, Dec. 3, 1955 
“Comfort as Sorrow Comes” 
A photo-text article on the plan used by the City of Hope 
Medical Center, Los Angeles, to help parents whose chil- 
dren are doomed with leukemia. Mothers and fathers are 
put to work in the hospital wards. 


Town Journal, December, 1955 
“To the Hospital A-Flyin’,” by Leverett G. Richards 
Residents of Medford, Ore., sponsor a nonprofit air am- 
bulance to fly patients to Portland when big city hospital 
facilities are needed. 
Ladies Home Journal, December, 1955 
“Better Health for Babies,” by Margaret Hickey 
The Child Health Association, a major project of the Spo- 
kane Junior League, maintains a well-baby clinic, with the 
help of pediatricians who donate their time. Of some 2,000 
infants and preschool children examined last year, near v 
half were found to have defects ranging from eczema is 
mental retardation. 
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GOVERNMENT SERVICES 


AIR FORCE 


Appoint Assistant for Reserve Affairs ——The surgeon general has 
announced that Col. Paul Goodwin, M. C., U. S. A. F., has 
been named assistant for reserve affairs. Formerly Colonel Good- 
win was wing surgeon of the Alabama Air National Guard's 
117th tactical reconnaisance wing. His career as a citizen soldier 
dates back to 1925 in the citizens military training corps, fol- 
lowed by reserve officer training at Georgetown College, Wash- 
ington, D. C., and the medical ROTC at Georgetown Univer- 
sity School of Medicine. He entered active duty as a major in 
the Medical Corps in 1941 and served in the U. S. and South 
Pacific during the war. He was separated in 1946 from the First 
Air Force with a rank of lieutenant colonel. An active reservist 
since then, he was the first U. S. Medical Reserve officer to 
complete extension courses of the command and general staff 
course, Medical Field Service School, and of the economic 
mobilization course, Industrial College of the Armed Forces. 
He is a graduate of the field officer course of the Air University 
Extension Course Institute, and recently took a special course 
for civil defense administrators at the National Civil Defense 
Training Center in Maryland, 


ARMY 


Major General Martin Retires.— Major Gen. Joseph I. Martin, 
M. C., retired from the Army Nov. 30 after over 37 years’ 
service. General Martin recently completed a tour of duty as 
chief surgeon of the U. S. Army Forces, Europe. For the past 
year he served as president of the association of military sur- 
geons of the United States. He is a recipient of the Distinguished 
Service medal, the Legion of Merit, and of decorations for 
distinguished service from seven foreign nations. 


NAVY 


Clinical Clerkship and Senior Student Program for Ensigns.— 
Second and third year medical students commissioned as ensigns, 
1995 U.S. N. R., are eligible for up to 60 days’ active duty for 
training, with full pay and allowances of their rank while so 
serving at any teaching naval hospital designated by the chief, 
bureau of medicine and surgery. Commencing July 1 of each 
year, this clinical clerkship program is available to the medical 
student during his vacation from medical school. It provides 
orientation into naval medicine, rotation through the major pro- 
fessional services, and performance of on-the-job training duties 
at a naval teaching hospital. Each officer is eligible for only one 
tour of this duty during his tenure as an ensign, 1995 (medical) 
U.S. N. R. 

Third year medical students who expect to qualify for accept- 
ance into their final year of medical school and who wish to 
avail themselves of the Navy’s new senior medical student pro- 
gram should make application prior to Feb. 1, 1956; applica- 
tions for this program will not be accepted after that date. 

Ensigns, 1995 (medical), availing themselves of this senior 
medical student training and accepting an appointment in the 
regular Navy, will be obligated to serve on active duty for a 
minimum period of three years, excluding the period served as 
a senior medical student and in a naval internship. Applications 
for ensign, 1995 (medical) U. S. N. R., and the senior medical 
student program are currently being processed. 


Elect President of Military Surgeons.—The Association of 
Military Surgeons of the United States on Nov. 9, 1955, elected 
Rear Adm. Winfred P. Dana, M. C., U. S. Navy, president of 
that association to succeed Major Gen. Joseph I. Martin, M. C., 
U.S. Army. 


Retirements.— | he tollowing Medical Corps officers were placed 
on the retired list Oct. 1, 1955: Rear Adm. Leslie O. Stone, Rear 
Adm. Albert T. Walker, and Capt. Anton Zikmund, 


J.A.M.A., Dee. 17, 1955 


VETERANS ADMINISTRATION 


Personal.—Dr. Endre K. Brunner, manager of the VA hospital 
in Manchester, N. H., has been appointed manager of the VA 
hospital in the Bronx, N. Y., succeeding Dr. John G. Hood, 
who was named area medical director for VA with headquarters 
in Columbus, Ohio. 


The Veteran Population.—The statistical summary of veterans’ 
activities shows that the number of veterans in civil life at the 
end of October was 22,051,000, an increase of 42,000 since 
October, 1954. The average daily load of patients was given 
as 113,736, of which 110,356 were in VA hospitals and the 
remaining 3,380 in non-VA hospitals. There was given also an 
average daily member load of veterans of all wars under domi- 
ciliary care of 17,206, an increase of 346 under domiciliary care 
since October, 1954. At the end of October, 1955, there were 
five new VA hospitals under construction. A total of 61 new 
VA hospitals had been completed up to the end of that month. 


PUBLIC HEALTH SERVICE 


Appoint Reserve Officers. — The Public Health Service announced 
on Dec. 3 the appointment of 86 physicians, nurses, sanitary 
engineers, dentists, and pharmacists to the inactive reserve of 
its commissioned officer corps. The new officers are among the 
most recent of the nation’s professional health specialists to be 
appointed under the service’s program to expand its commis- 
sioned reserve by organizing and training health and medical 
personnel throughout the country and its territories for emer- 
gency duty in times of national crisis. Officers of the commis- 
sioned reserve are trained to serve in critical situations affecting 
the health and well-being of large numbers of people. These 
officers will serve in the capacities for which their professional 
training and experience have fitted them. They will be called 
out principally to reinforce the staffs of official state and local 
health agencies and to augment the Public Health Service operat- 
ing staff. 


MISCELLANEOUS 


Postdoctoral Fellowships in Science.—The National Science 
Foundation plans to award in 1956 about 40 senior postdoctoral 
fellowships to individuals planning additional study and/or 
research. The purpose is to provide an opportunity for indi- 
viduals several years past the doctoral degree to supplement their 
training; the fellowships are therefore not thought of as designed 
to provide support for research projects as such. National 
Science Foundation senior postdoctoral fellowships are available 
to citizens of the United States who have demonstrated special 
aptitude for advanced training and productive scholarship and 
who have held a doctoral degree in one of the fields of basic 
science for a minimum of five years, or who have had the 
equivalent in research experience and training. 

Annual awards for senior postdoctoral fellows are of the 
salary-matching type. No award, however, will be less than 
$4,000 per annum before adjustment and none will exceed 
$10,000 per annum. An allowance will be paid to aid in defray- 
ing the costs of travel undertaken in the fulfillment of the 
fellowship study plan. An additional allowance may be made 
to defray costs of tuition, fees, unusual research expenses, special 
equipment, and special travel in an amount not to exceed $600 
for each full year of tenure. A National Science Foundation 
fellow is required to devote full time to scientific study or 
scientific research during the tenure of his fellowship. Applicants 
must submit transcripts of their college and university records, 
and a plan of study containing justification of the tenure desired 
and any unusual travel plans. The affidavit and toyalty oath 
required by section 15 (d) of the National Science Foundation 
Act, 42 U.S. C. 1874 (d) will constitute part of the application. 

A fellow may pursue his fellowship at any accredited non- 
profit institution of higher education approved by the National 
Science Foundation. Application materials may be obtained 
from the Division of Scientific Personnel and Education, 
National Science Foundation, Washington 25, D. C. Completed 
materials must be received not later than Jan. 16, 1956. Fellow- 
ships will be awarded on March 20, 1956. 
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Smith, James Washington ® New York City; born in Washing- 
ton, D. C., May 16, 1893; University and Bellevue Hospital 
Medical College, New York City, 1917; clinical professor of 
ophthalmology at the Post-Graduate Medical School of the 
New York University-Bellevue Medical Center; served on the 
faculty of his alma mater; specialist certified by the American 
Board of Ophthalmology; member of the American Academy 
of Ophthalmology and Otolaryngology and the Association for 
Research in Ophthalmology; fellow of the American College of 
Surgeons and the New York Academy of Medicine; past- 
president of the New York Society of Clinical Ophthalmology; 
past-president and secretary of the New York University College 
of Medicine Alumni; in June, 1935, New York University pre- 
sented him with the Alumni Meritorious Service award; vice- 
president of the board of trustees of Phi Delta Epsilon; served 
during World War I; since 1933 a member of the board of 
visitors at Rockland State Hospital, Orangeburg; on the staffs 
of the Hospital for Joint Diseases, Goldwater Hospital, Nyack 
(N. Y.) Hospital, and University Hospital; died in the New York 
Hospital Oct. 24, aged 62, of coronary thrombosis. 


Shipley, Arthur Marriott, Baltimore; born in Harmans, Md., 
Jan. 8, 1878; University of Maryland School of Medicine, Balti- 
more, 1902; professor of surgery emeritus at his alma mater, 
now known as the University of Maryland School of Medicine 
and College of Physicians and Surgeons, where he was at one 
time associate professor of surgery, professor of clinical surgery, 
and for many years professor of surgery and head of the 
department; served in France during World War I; member of 
the founders group of the American Board of Surgery; past- 
president of the Medical and Chirurgical Faculty of Maryland 
and the Baltimore City Medical Society; member and at one 
time vice-president of the American Surgical Association; an 
associate member of the American Medical Association; member 
of the Southern Surgical Association and the American Associ- 
ation for Thoracic Surgery: fellow of the American College of 
Surgeons; served as consultant for the city health department; 
superintendent of the University of Maryland Hospital from 
1904 to 1908 and later surgeon-in-chief; surgeon-in-chief for 
the Baltimore City Hospital for many years; died Oct. 16, aged 
77, of arteriosclerotic heart disease. 


Chesley, Albert Justus ® Minneapolis; born in Minneapolis 
Sept. 12, 1877; University of Minnesota College of Medicine 
and Surgery, Minneapolis, 1907; joined the laboratory service 
of the Minnesota State Board of Health in 1902, serving in this 
capacity until 1910, when he became epidemiologist, later 
director of the division of epidemiology, director of the division 
of preventable diseases, and since 1921 secretary and executive 
officer; clinical professor emeritus of public health (public 
health administration and epidemiology) at his alma mater, 
now known as the University of Minnesota Medical! School; past- 
president of the American Public Health Association; past- 
president and for many years secretary of the Conference of 
State and Provincial Health Authorities of North America; 
member of the Veterans of Foreign Wars and Nu Sigma Nu; 
veteran of the Spanish-American War; served as public health 
expert to the American Red Cross in France and in Poland, 
where he was chief of staff and commissioner from 1918 to 1920; 
specialist certified by the American Board of Preventive Medi- 
cine; died in the Mayo Clinic, Rochester, Minn., Oct. 17, aged 
78, of coronary thrombosis. 


Moncure, Philip St. Leger ® Norfolk, Va.; born in Ruther Glen 
in 1867; Medical College of Virginia, Richmond, 1897; fellow 
of the American College of Surgeons; past-president of the 
Norfolk County Medical Society and the Medical Society of 
Virginia; member of the House of Delegates of the American 
Medical Association in 1935; charter member of the Seaboard 
Medical Association; for many years member of the state board 


# Indicates Member of the American Medical Association. 


of medical examiners; served on the staffs of Norfolk General, 
DePaul, and Leigh Memorial hospitals; died in Ruther Glen, 
his ancestral home in Caroline County, Sept. 24, aged 88, of 
cerebral hemorrhage. 


Barker, Myron Joseph * Lakewood, Ohio: Western Reserve 
University School of Medicine, Cleveland, 1935; served during 
World War II; on the staffs of the Lakewood (Ohio) Hospital 
and the Lutheran, St. John’s, and Fairview Park hospitals in 
Cleveland; died Oct. 1, aged 45, of coronary occlusion. 


Berry, George W., Moundville, Mo.; Medico-Chirurgical College 
of Kansas City, 1903; served as coroner of Bates County; died 
in the Nevada City (Mo.) Hospital July 29, aged 86, of cardiac 
decompensation and chronic myocardosis. 


Bethea, William Spinks ® Latta, S. C.; Medical College of the 
State of South Carolina, Charleston, 1936; fellow of the Ameri- 
can Academy of General Practice; three times president of the 
Dillon County Medical Association; past-president of the Pee 
Dee Medical Association; served during World War Il; chief 
and past-president of the staff of St. Eugene Hospital in Dillon; 
died Aug. 24, aged 42, in an automobile accident. 


Birbeck, Albert Franklin, Longview, Wash.; McGill University 
Faculty of Medicine, Montreal, Canada, 1924; served with the 
Canadian Army during World War I; on the staff of the Cowlitz 
General Hospital and St. John’s Hospital; died Sept. 27, aged 57, 
of coronary thrombosis. 


Bond, Russell Conwell # Wheeling, W. Va.; Washington Univer- 
sity School of Medicine, St. Louis, 1925; specialist certified by 
the American Board of Pediatrics; fellow of the American 
Academy of Pediatrics; served as secretary and president of the 
Ohio County Medical Society; pediatric consultant to Reynolds 
Memorial Hospital in Glen Dale; senior member of the pediatric 
staffs at Ohio Valley General and Wheeling hospitals; died 
Oct. 22, aged 54, of coronary occlusion. 


Capps, Joseph Marshall, Kenton, Tenn.; University of Nashville 
Medical Department, 1895; Vanderbilt University School of 
Medicine, Nashville, 1895; died in the Obion County Hospital, 
Union City, Sept. 9, aged 87, of virus pneumonia and chronic 
myocarditis. 


Cogen, Murray ® Lawrence, N. Y.; L.R.C.P., Edinburgh, 
L.R.C.S., Edinburgh, and R.F.P.S., Glasgow, 1940; member of 
the American Trudeau Society and the American Academy of 
General Practice; served during World War II; on the staff of 
St. Joseph’s Hospital in Far Rockaway; died Sept. 20, aged 43, 
of coronary thrombosis. 

Coutts, Gordon Shelswell ® Cape Vincent, N. Y.; University of 
Toronto Faculty of Medicine, Toronto, Canada, 1925; health 
officer for the town of Cape Vincent and school physician at 
Cape Vincent Central School; died Aug. 12, aged 54, of ven- 
tricular fibrillation and rheumatic myocarditis. 

Donelson, Kater ® Inkster, Mich.; Wayne University College 
of Medicine, Detroit, 1944; interned at the City of Detroit 
Receiving Hospital in Detroit, where he was formerly a resident; 
served as a captain in the Medical Corps, Army of the United 
States; died in the Wayne County General Hospital, Eloise, 
Sept. 26, aged 45, of coronary thrombosis. 

Drew, John Almus, Bradenton, Fla.; University of Vermont 
College of Medicine, Burlington, 1895; died in Tampa Sept. 30, 
aged 85S, of cerebral hemorrhage. 


Duckwall, Fred M. * Kingsport, Tenn.; University of Maryland 
School of Medicine and College of Physicians and Surgeons, 
Baltimore, 1928; director of the Kingsport National Bank and 
president of the Medical Arts Building, Inc.; president and 
charter member of the medical staff of the Holston Valley 
Community Hospital, where he died Sept. 27, aged 54, of 
coronary thrombosis. 
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Farrell, Chalmers Gregg ® Gardiner, Maine; Starling-Ohio 
Medical College, Columbus, 1911; died in Togus Sept. 30, aged 
69, of anoxemia. 


Friedman, Jack # Minneapolis; University of Illinois College 
of Medicine, Chicago, 1939; clinical assistant professor of 
radiology at the University of Minnesota Graduate School, 
Minneapolis-Rochester; specialist certified by the American 
Board of Radiology; member of the American Roentgen Ray 
Society, Radiological Society of North America, and the 
American College of Radiology; served during World War I; 
on the staff of the Mount Sinai Hospital, where he died Sept. 29, 
aged 44, of adenocarcinoma of the upper lip. 


Garfield, Herman Joseph # Philadelphia; Temple University 
School of Medicine, Philadelphia, 1929; served with the com- 
municable disease section of the city health department; on the 
staff of the Albert Einstein Medical Center-Northern Division, 
where he died recently, aged S51. 


Hoff, Einar, Seattle; University of Illinois College of Medicine, 
Chicago, 1915; served during World War 1; died in Tacoma 
Oct. 19, aged 73, of neoplasm of the prostate gland. 


Holden, William Burroughs ® Portland, Ore.; Rush Medical 
College, Chicago, 1897; professor emeritus of surgery at the 
University of Oregon Medical School; member of the founders 
group of the American Board of Surgery; past-president of the 
Portland Academy of Medicine and the Multnomah County 
Medical Society; member of the Western Surgical Association; 
fellow of the American College of Surgeons; on the staff of the 
Portland Sanitarium and Hospital: on the consultant staff of St. 
Joseph's Hospital in Vancouver, Wash.; died Nov. 1, aged 82. 


Jack, John Barnes # Auburn, Neb.; Rush Medical College, 
Chicago, 1895: member of the Illinois State Medical Society; 
died Nov. 5, aged 83. 


Keene, Ralph Kendall # Spokane, Wash.; University of Minne- 
sota College of Medicine and Surgery, Minneapolis, 1897; died 
Oct. 26, aged 87, of carcinoma of the prostate. 


Koons, Robert Ottens, Shickshinny, Pa.; University of Pennsyl- 
vania Department of Medicine, Philadelphia, 1900; an associate 
member of the American Medical Association; died Nov. 9, 
aged 80. 


Landon, Herbert William ® Monroe, Mich.; Detroit College of 
Medicine, 1898; died in the Mercy Hospital Sept. 27, aged 82, 
of acute coronary occlusion and pulmonary tuberculosis. 


Lawson, Lawrence Wells, Logan, W. Va.: University of Mary- 
land School of Medicine and College of Physicians and Surgeons, 
Baltimore, 1922; died in Spencer Nov, 3, aged 61, of a heart 
attack. 


Lehmann, Theodore Alexander, Long Island City, N. Y.5 
Columbia University College of Physicians and Surgeons, New 
York City, 1895: an associate member of the American Medical 
Association; served on the staff of St. Vincent’s Hospital in New 
York City; died in a nursing home in College Point Oct. 23, 
aged 8&5, of coronary thrombosis. 


MacGregor, Mary Elizabeth Childs # Chatham, N. J.; Cornell 
University Medical College, New York City, 1922; served as 
president of the board of trustees of the Chatham Library; on 
the staff of the New York Infirmary in New York City: for many 
years school physician for Chatham schools; died Oct. 22, aged 
59, of uremia. 


Magee, Hosea Frank * Jackson, Miss.; Tulane University of 
Louisiana School of Medicine, New Orleans, 1915; in 1918 
became health officer of Jackson; served as medical examiner 
for the draft boards during World Wars I and Il; for many years 
physician for Millsaps College and the Methodist Home; for- 
merly superintendent of the old Charity Hospital; on the staffs 
of St. Dominic’s Hospital and the Baptist Hospital, where he 
died Oct. 17, aged 71. 


Merriam, Gordon ® Fairview, Mont.; Cornell University Medi- 
cal College, New York City, 1946; certified by the National 
Board of Medical Examiners; member of the American Acad- 
emy of General Practice; served as a captain in the Medical 
Corps, U. S. Army; secretary of the staff, Memorial Hospital, 
Sidney; died Oct. 4, aged 32, of coronary disease. 
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Mulvey, William Aloysius # Fast Greenwich, R. I.; Georgetown 
University School of Medicine, Washington, D. C., 1910; 
member of the Massachusetts Medical Society; served overseas 
during World War I; on the staffs of the St. Joseph’s, Rhode 
Island, Roger Williams General, and Charles V. Chapin 
hospitals in Providence: died in the Jane Brown Memorial 
Hospital in Providence Oct. 9, aged 70. 


Norris, Edgar Hughes * Detroit; University of Minnesota 
Medical School, Minneapolis, 1919; served as professor of 
pathology and dean at Wayne University College of Medicine 
and executive director of medical sciences of the Medical 
Science Center; member of the American Association of 
Pathologists and Bacteriologists; fellow of the American College 
of Surgeons; died Oct. 6, aged 61. 


Palmer, Paul Whitney ® Columbus, Ohio; Ohio State University 
College of Medicine, Columbus, 1921; on the staff of the Mount 
Carmel Hospital; chief and chairman of the surgical staff at 
Grant Hospital, where he was a senior member and where he 
died Oct. 31, aged 61, of cerebral hemorrhage. 


Rochman, Robert, University City, Mo.; Washington University 
School of Medicine, St. Louis, 1950; died in the Barnes Hospital, 
St. Louis, Sept. 20, aged 33, of lymphosarcoma. 


Royse, James G., Fort Worth, Texas; Medical College of 
Indiana, Indianapolis, 1900; at one time associated with the 
Indiana State Board of Health; died Aug. 15, aged 83. 


Shuler, Ashley Cooper ® Carlsbad, N. Mex.; University of 
Tennessee College of Medicine, Memphis, 1925; died Oct. 7, 
aged 57, of coronary infarction. 


Stockler, Jules, Philadelphia; Temple University School of 
Medicine, Philadelphia, 1950; interned at the Cedars of Lebanon 
Hospital in Los Angeles; served a residency at the Veterans 
Administration Hospital in Long Beach, Calif., and the Phila- 
delphia Psychiatric Hospital; certified by the National Board of 
Medical Examiners; died in Claremore, Okla., Sept. 18, aged 28. 
Taylor, Frederick Raymond ® High Point, N. C.; University 
of Pennsylvania School of Medicine, Philadelphia, 1913; 
specialist certified by the American Board of Internal Medicine; 
professor of medical literature and associate professor of clinical 
internal medicine at the Bowman Gray School of Medicine of 
Wake Forest College, Winston-Salem; served during World 
War I; fellow of the American College of Physicians; on the 
honorary staff, High Point Memorial Hospital, where he died 
Nov. 1, aged 68, of cardiac decompensation and arteriosclerotic 
heart disease. 

Theobalds, John Anthony ® New York City; Université de Lyon 
Faculté de Médecine et de Pharmacie, France, 1932; on the 
staff of the Mount Morris Park Hospital; died in Tunkhannock, 
Pa., Sept. 14, aged 55, of carcinoma. 


Uloth, Milton J. ® Ortonville, Mich.; Michigan College of 
Medicine and Surgery, Detroit, 1902; member of the American 
Academy of General Practice; on the staff of the Goodrich 
(Mich.) General Hospital, where he died Nov. 2, aged 79. 


Wadsworth, Harvey Bryan, New Bern, N. C.; Johns Hopkins 
University School of Medicine, Baltimore, 1918; member of the 
Medical Society of the State of North Carolina; chief of staff 
at St. Luke’s Hospital, where he died Sept. 1, aged 68, of myo- 
cardial infarction and coronary thrombosis. 

Warner, Earl Albert, Blue Springs, Neb.;: Keokuk (lowa) Medical 
College, College of Physicians and Surgeons, 1905; on the staff 
of the Mennonite Deaconess Home and Hospital in Beatrice; 
died Oct. 11, aged 79, of coronary occlusion. 


Wilson, Wirt B., Charleston, W. Va.; Maryland Medical College, 
Baltimore, 1911; an associate member of the American Medical 
Association; fellow of the American College of Surgeons; on 
the staffs of the Charleston General, St. Francis, Kanawha 
Valley, and McMillan hospitals: died Nov. 4, aged 74, of a 
cerebral hemorrhage. 


Zipser, Max Armand, New York City: Bellevue Hospital 
Medical College, New York City, 1891; an associate member 
of the American Medical Association; died in St. Luke’s Hospital 
Oct. 23, aged 86. 
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Health Insurance.—In the last few months there has been much 
agitation for an extension of prepaid medical care plans, with 
payment of premiums for indigent persons by the provincial 
governments. In Ottawa on Oct. 4 the 10 premiers of the 
provinces met with the Prime Minister to discuss interprovincial 
problems. The Premier of Ontario presented a five-point plan 
that was based on an assumption that the federal government 
would have 60% financial participation and included a scheme 
for diagnostic services, home care, meeting of extraordinary 
hospital costs, hospital maternity care, and full hospital insur- 
ance to be implemented by stages. The provincial government 
and the municipality would pay premiums for indigent persons, 
and payroll deductions would take care of employees. The self- 
employed would be brought in later. Such a plan would cost 
about 169 million dollars in Ontario in 1957. A federal estimate 
for health insurance services has been given as $38 per capita, 
but Ontario officials estimate that in 1957 the cost of health 
care in their province (exclusive of mental health and tubercu- 
losis services) will be $44 per capita. 

There is a wide difference of Opinion in the provinces about 
health insurance. At one end of the scale is the province of 
Quebec, which wants nothing to do with federal aid, and at the 
other end are provinces like Saskatechewan with going schemes, 
for which federal aid would be welcome. After much discus- 
sion the subject of health insurance was referred for future 
study to an intergovernmental committee of ministers from the 
provinces and the federal government, which will meet in De- 
cember or January. The Prime Minister has meanwhile given 
an assurance that the federal government is prepared to support 
provincially administered health insurance schemes involving no 
constitutional change or interference in provincial affairs, pro- 
vided a majority of the provinces representing a majority of the 
people are prepared to proceed. 


Psychiatric Night-Treatment Center.—In anticipation of the 
facilities that would be available at the new Montreal General 
Hospital this year, a psychiatric night-treatment center was 
opened in the old building in 1954. The idea was to offer out- 
patient treatment to persons in need of psychiatric help. The 
facilities are comparable to those in the previously established 
day-treatment center, but the emphasis is on preventive psy- 
chiatry, to deal with psychoneuroses, psychosomatic disorders, 
and early psychoses before they have affected the patient’s earn- 
ing power. Patients report from Monday through Friday at 6 
p. m. and leave the hospital each morning in time for work, 
spending the weekends in their homes. The same beds are used 
for three sets of patients, since they are occupied in the morn- 
ing by day-center patients receiving subcoma insulin and in the 
afternoon by day patients or outpatients given electroconvulsive 
therapy. Night-center patients requiring electroconvulsive ther- 
apy are given it on Friday nights; subcoma insulin, group and 
individual psychotherapy, and recreational and occupational 
therapy are also freely employed. Subcoma insulin therapy in 
particular has proved of value. The staff is well satisfied with 
results so far. This center makes treatment possible for patients 
unable to afford full hospitalization or unwilling to disclose to 
friends and relatives their need for institutional therapy. 


Poliomyelitis—The first phase of the poliomyelitis vaccination 
program has been completed and is being evaluated. Somewhat 
under one million children, 5 through 8 years of age, have been 
inoculated, mostly by two injections of vaccine. Supplies of 
vaccine were prorated among the 10 provincial health depart- 
ments and were administered in accordance with their own plans, 
generally to protect children in the age group with the greatest 
risk, Provincial programs began in April and stopped around 
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the end of June. The incidence of poliomyelitis was relatively 
low this summer. Up to Oct. 8, 800 cases, of which 390 were 
described as paralytic, had been reported. This is only 25% of 
the yearly average for 1950 to 1955. The indications so far are 
generally favorable to the vaccine, but, because of the small 
numbers involved and the incomplete tabulation so far, no 
definite conclusion can be drawn as yet. 


Montreal General Hospital.—The Montreal General Hospital 
was opened in 1821. Last May the old building in downtown 
Montreal closed its doors after transferring its remaining patients 
up the mountainside to a beautiful new building, which must 
be ranked as one of the show places of Canadian medicine. 
The 750-bed, 19-story hospital was officially opened on Oct. 4 
by Her Royal Highness the Princess Royal, aunt to Queen Eliza- 
beth If. The October issue of Canadian Hospital is entirely de- 
voted to the hospital and its various features, and the Nov. 15 
issue of the Canadian Medical Association Journal is also a 
special number, with all original articles contributed by past 
and present members of the hospital staff. 


ENGLAND 


General Practitioner Hospitals. —— The annual report of the 
Northern Ireland Hospitals Authority for 1954 contains a copy 
of the report of a special committee set up to advise as to what 
action, if any, should be taken by the authority to increase the 
number of hospitals in which general practitioners may treat 
their patients. The committee sent a questionnaire on this sub- 
ject to general practitioners, of whom there are 739 in Northern 
Ireland. Most of them were not in favor of additional general 
practitioner hospitals or of the suggestion that the authority 
should arrange for them to treat their patients in existing general 
hospitals. Of those practitioners who were willing to undertake 
part-time hospital duties, practically all preferred to have salaried 
appointments. There are now in Northern Ireland 17 general 
practitioners who hold regular salaried appointments in hos- 
pitals. There are also six small cottage hospitals and two small 
cottage maternity units in which most of the work is done by 
general practitioners. About 45 practitioners do such work. In 
eight general hospitals general practitioners deliver babies of 
their own patients, and in the teaching hospitals in Belfast there 
are a few short-term honorary appointments for general practi- 
tioners. The committee recommends that the authority should 
do everything in its power to provide for close cooperation be- 
tween the hospital services and general medical practitioners. 
Many of the general practitioners are so busy that they would 
be able to do little, if any, hospital work. In planning for the 
future, however, the possibility of providing for more part-time 
assistantships in general practice, coupled with part-time hospital 
appointments, and for more opportunities for general practi- 
tioners to undertake hospital duties should be considered. The 
young graduate should not with finality have to make up his 
mind early in his career as to whether he intends to seek a career 
in the hospital service or in general practice. It would be ad- 
vantageous if many young graduates continued to work in a 
hospital and sought higher qualifications in appropriate special- 
ties with the intention of combining general practice and hospital 
work. Such arrangements would facilitate transfers from general 
practice to hospital work later. If a general practitioner has the 
necessary training and qualifications, there are many branches of 
hospital work in which he could participate on equal terms with 
those who devote full time to that work. Furthermore, there are 
many general practitioners who have not the inclination or the 
time to practice a specialty in a hospital but who could treat their 
patients hospitalized for minor illnesses. 


Pregnancy in Diabetic Patients.—Disappointing results from the 
use of hormones in the management of pregnancy in diabetic 
patients are recorded in a report to the Medical Research Council 
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by their conference on diabetes and pregnancy (Lancet 2:833, 
1955). The aim of the controlled clinical trial reported was to 
assess the results of a dosage schedule based on orally given 
preparations of ethisterone, which, in combination with diethyl- 
stilbestrol, might be expected to have physiological effects similar 
in nature and intensity to those of the parenterally given doses of 
diethylstilbestrol and progesterone used by Priscilla White in 
1949. The criteria for inclusion in the trial, in addition to the 
presence of diabetes mellitus, was that the patient not be more 
than 40 years of age at her last menstrual period and that the 
pregnancy not be more advanced than 16 weeks at the time of 
inclusion in the trial. Patients were not accepted for trial if gross 
retinal changes, persistent elevation of the diastolic pressure 
above 90 mm. Hg, or other general disease that would necessitate 
special management of the pregnancy was present. Comparable 
groups of patients were stratified by age and parity and randomly 
divided into hormone-treated (76) and nonhormone-treated (71) 
groups. The former received diethylstilbestrol and ethisterone 
orally, and the control group was given inert but otherwise 
identical tablets. Differences in the number of conceptions in 
which children were produced who survived one month after 
delivery, the stillbirth rate, the neonatal death rate, the abortion 
rate, the survival rate among viable fetuses, the mean duration 
of pregnancy at the time of delivery, the mean birth weights of 
the infants, the quality of diabetic control during pregnancy, and 
the distribution of complications in the two groups were all 
negligible. Assays designed to measure the urinary output of 
pregnanediol and chorionic gonadotropin were carried out in a 
number of patients. The results suggested that either one or the 
other, or both, of the preparations given orally were absorbed, 
but that this had no effect on the pattern of hormonal excretion 
associated with fetal loss. The observers concluded that diethyl- 
stilbestrol and ethisterone given by mouth in the doses used did 
not reduce fetal mortality in diabetic patients and had little, if 
any, beneficial effect on maternal health in pregnancy. 


National Accident Service.—Iin the annual special number of the 
Practitioner (October, 1955, page 450) devoted to advances in 
treatment, Mr. William Gissane makes an appeal for a national 
accident service. His article and appeal are based on the 14 years’ 
experience of the Birmingham Accident Hospital in the treat- 
ment of 531,000 civilian injuries of all types. Advances in the 
treatment of accidents depend on the institution of a completely 
new tempo and quality of hospital treatment services. Exper- 
ienced surgeons must always be immediately available, and the 
same speed and quality of service also must be always available 
from nurses, laboratory staff (in emergency cases mainly for safe 
blood transfusion), radiological service, and the operating room 
staff. As evidence in favor of his plan, he quotes American ex- 
perience in the Korean war, with fully equipped hospitals within 
30 minutes’ helicopter flight of the front line and the wounded 
under full surgical care within an hour of their wounding. In 
Gissane’s opinion, 25 fully equipped and staffed central accident 
services, strategically sited throughout the country, would assure 
the efficient early treatment of all severely injured in this country. 
These should be developed in or near general and, if possible, 
teaching hospitals. He quotes the experience of the Birmingham 
Accident’ Hospital as demonstrating how such accident centers 
dealing with large numbers of injured result in a financial saving. 
The average cost per accident treated by the Birmingham Acci- 
dent Hospital is about $14, but the average total cost of each of 
these accidents to the community is about $280. Thus, 5% of 
the total cost is for treatment. If this were 10% and the services 
of the hospital improved, as they should be, improvements in 
results obtained would result in a saving of both money and 
production to the community. 


Survival from Cancer.—Commenting on the Registrar General’s 
Statistical Review for 1950 and 1951, the British Medical Journal 
of Sept. 17 says in an annotation that the analysis of the cases 
registered in 1945 and 1946 can be regarded as an early chapter 
in the more complete natural history of cancer, which is being 
built up from the cancer registration scheme. In this volume 
four sites are selected for special study—the female breast, the 
cervix uteri, the rectum, and the skin. Age distribution and 
survival rates are recorded. The corrected five year survival rates 
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for patients with primary cancers without metastases, who were 
treated radically, were for cancer of the breast (67%), the cervix 
uteri (51%), the rectum (50%), and for epithelioma of the skin 
(over 80%). In each age group the survival rate of patients with 
cancer of the breast bears no relation to the interval before 
treatment. Especially among the late primary cases patients 
appear to have a better chance if they are treated either before 
three months have elapsed from the appearance of the first 
symptom or if the growth has existed for more than a year. 
The survival rate for patients with early primary carcinoma of 
the breast who have no secondary nodes or metastases is much 
higher in those between 45 and 49 years of age than in any other 
age group. The chances of survival in patients with cancer of 
the cervix uteri also appear to improve with the duration of the 
disease in certain age groups, irrespective of whether the disease 
is first seen in an early or later stage. Again, in so far as cancer 
of the rectum is concerned, the only conclusion that can be 
drawn is that the chances of survival are not directly related to 
the time elapsing between the onset of the first symptom and 
the commencement of treatment. 


Salmonella Organisms in Meat.—From 1950 to 1953 various 
materials sampled from carcasses of cattle, calves, and pigs at 
the time of slaughter were cultured for Salmonella organisms in 
abattoirs in six centers throughout the country. The subcommit- 
tee on Salmonella of the public health laboratory reports (Month. 
Bull. Min. Health 14:132, 1955) that in cattle Salmonella dublin 
was the commonest type isolated, comprising 42 of 45 strains. 
Three strains of Salmonella typhimurium were also isolated. The 
isolations were from a few specimens of bile, liver, spleen, mesen- 
teric glands, and feces, but negative results were obtained from 
swabbing the peritoneal surfaces of 1,518 sides of beef. No sal- 
monella organisms were isolated from the liver or spleen of 494 
calves. In pigs, S. dublin was isolated in one center from 6 of 452 
samples of bile and from the liver, spleen, and glands of one of 
27 pigs. This organism was not isolated by the other laboratories, 
which obtained negative results from 500 samples of bile, 1,130 
of liver, 687 of spleen, and 677 of feces. Two strains of S. typhi- 
murium were isolated from 1,146 peritoneal swabs, and one 
strain of S. typhimurium was isolated from 409 samples of 
mesenteric glands. 


Death After Ten Months Not Murder.—That the death of a 
59-year-old man more than 10 months after he was stabbed by 
his son during a quarrel was not murder was decided at the 
Old Bailey. Seven physicians testified in the case. The prosecutor 
said that under the law if a man stabbed another with intent to 
cause grievous bodily harm and that if the other man died of 
that injury within a year and a day it was murder. The prose- 
cution had to prove that the father’s death resulted from one 
of the stab wounds. At the time of the stabbing none of the 
wounds was regarded as serious, and the injured man made a 
good recovery. In June he complained of abdominal pains, was 
operated on, but died on the next day. One physician testified 
that the stab wound was superficial and had not entered the 
chest or abdomen. Another physician said that a roentgenogram 
showed that the deceased had a strangulated diaphragmatic 
hernia. A pathologist testified that it was highly probable that 
the stab wound caused the hole in the diaphragm, but since this 
could not be proved beyond reasonable doubt, the defendant was 
acquitted, 


Wellcome Trust.—On Oct. 5 Sir Henry Dale, chairman of the 
Wellcome Trust, announced new developments in the work of 
the trust, which came into existence in 1936. The trust is the 
holder of the entire share capital of the Wellcome Foundation 
and is responsible for seeing that the income is used according 
to the instructions contained in the founder’s will. To date the 
trust has had a more or less ad hoc existence. For its first five 
years all its resources were absorbed in paying the heavy death 
duties on Sir Henry Wellcome’s estate. Then came World War 
Il, followed by the unsettled postwar conditions that have per- 
sisted until recently. The trustees have now decided that the 
trust can embark on a coordinated long-term policy. They have 
therefore moved to larger offices on Harley Street, have enlarged 
their administrative staff, and have appointed Dr. F. H. K 
Green, formerly principal medical officer on the headquarters’ 
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staff of the Medical Research Council, as scientific secretary to 
the trust. He will be responsible for the executive organization 
of the trust’s spending policy. 


Isotope Brain Test Rejected.—After enthusiastic American ad- 
vocacy at a London conference on the use of radioactive arsenic 
and other isotopes in locating brain tumors, the method was 
denounced by Mr. Wylie McKissock at the fourth neuroradio- 
logical symposium in London. The method involves injecting a 
radioactive isotope into a vein. Since a tumor is more vascular 
than the rest of the brain, it absorbs more of the material. When 
a Geiger counter is placed on the scalp “it ticks like mad” over 
the tumor. British specialists used the method for several years. 
Mr. McKissock found that it gave accurate results in only 60% 
and false results in about 10% of cases. Sometimes it indicates 
that a tumor is present when there is none, and sometimes it 
misses one that is there. For practical purposes an accuracy 
rate of 60% is of no value, especially since other methods give 
an accuracy rate of about 95%. The present value of the new 
method lies in research. 


National Health Service Progress.—Although, according to the 
report of the Ministry of Health for 1954, the number of people 
on hospital waiting lists in England and Wales fell by about 
50,000 last year, at the end of the year, 474,000 still awaited 
admission. This was, nevertheless, the most substantial reduction 
for any one year since the National Health Service began. The 
reduction by 43% in patients awaiting admission to tuberculosis 
units and sanatoriums was especially encouraging. The cost of 
the health service was about 36 million dollars less than that 
for 1953. Hospital and specialist services accounted for 55.5% 
of the cost; general practitioners for 11%; drugs for 9.7%; local 
health departments for 9%; dental service for 6%; and ophthal- 
mic service for 2.2%. Patients met 5% of the cost. The average 
length of stay in the hospital was shortened. - Nearly 60,000 
more persons attended outpatient departments than in 1953. 


Spirochetal Jaundice.—The exceptionally long dry spell this sum- 
mer is suggested as a possible cause of the unusually high inci- 
dence of spirochetal jaundice that has been reported. In August 
31 cases were reported, whereas the total number reported in 
1953 was 98 and in 1954 106. Of the 31 cases reported in August, 
21 were due to Leptospira icterohaemorrhagiae of which 3 were 
fatal; 8 were due to Leptospira canicola; and in 2 the species was 
unknown. In most cases the source of infection was not found, 
but, of those due to Lept. icterohaemorrhagiae, the proportion 
with a history of occupational risk was unusually low. Six had 
recently bathed in rivers. The hot dry weather may have con- 


tributed to this increase in leptospiral infections by encouraging 


river bathing and by increasing river pollution. 


Singer Aids Health Drive.—Through the enterprise of a civil 
servant in St. Andrew's House in Edinburgh, Miss Nellie Lutcher 
is helping to swell the crowds flocking to have their chests 
x-rayed in the present mass drive. This civil servant learned that 
Miss Lutcher was singing a song to help a similar campaign in 
the United States. He procured seven records of the song, and 
now health officers ask dance halls in the towns where mass 
miniature radiography units are operating to play the record 
during intermissions. It is believed that the 6,000 persons a week 
who are being x-rayed include a large number of teen-age boys 
and girls influenced by the song. 


Nurses Want Free Prescriptions.— Miners get free coal and rail- 
waymen free travel, why should not nurses get free medicine 
prescriptions? This was the argument put forward by Mr. R. 
Miller, a male nurse, at the annual conference of the Society 
of Registered Male Nurses in Edinburgh. The delegates agreed 
to negotiate with the Whitley Council to exempt all nurses from 
the shilling fee for prescriptions dispensed within the hospital. 


Equal Pay for Women.—Women in the National Health Service 
are to be paid at the same rate as men. Their scales will be 
raised by annual increments until equality is reached on Jan. 1, 
1961. More than 60,000 full-time nurses employed in hospitals 
and by local health departments in England and Wales will 
benefit. Others to benefit include midwives, professional and 
technical staff, and administrative and clerical workers. 
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NEW ZEALAND 


Accidents in the Home.—According to the medical statistics 
branch of the health department more accidents occur in homes 
than on the highways. In 1952, the latest year for which full 
Statistics are available, 108 persons were hospitalized for acci- 
dents in the home for every 100 hospitalized for transport 
accidents. These figures take no account of those treated as out- 
patients. About 75% of all accidents in the home are treated in 
outpatient departments. Falls are the most common accidents 
occurring in the home. In 1952, falls in the home resulted in 96, 
or 44%, of the 222 deaths from accidents in the home. The 
principal hazards are polished floors, loose mats, loose edges of 
carpets, objects left lying on the floor, wet or frosty paths, stairs, 
and furniture. The number of accidents to children due to falls 
from trees, fences, and embankments reflect. the venturesome 
nature of the growing boy. More than half of the falls from roofs 
involved children. Burns and scalds were very common among 
children under 2 years of age. 


Deaths Due to Tuberculosis.—The Annual Report of the Direc- 
tor General of Health shows a steady decline in deaths from 
pulmonary tuberculosis in the white population. The same can- 
not be said of the Maoris, however, their rate showing a steady 
increase over the years. These figures probably represent the 
greater number of Maoris reporting for treatment through a 
breaking down of previous inhibitions in this respect. The Maoris 
do, however, show a steady decline in deaths from nonrespira- 
tory tuberculosis. In nurses, there has been a decline in incidence 
of nearly 80% in the past five years. 


BCG Vaccination.—The number of BCG vaccinations increased 
in 1954, with better coverage of hospital staff, contacts of regis- 
tered patients, adolescents, and young adults. In New Zealand, 
where comparatively few are now infected before adulthood, 
vaccination of adolescents can be of real value in preventing 
tuberculosis. 


NORWAY 


Use and Abuse of Medical Certificates——One of the postwar 
acts of the Norwegian Medical Association was to appoint a 
committee to deal with the various aspects of medical certificates. 
In an address delivered at a course for genera! practitioners, 
a member of this committee, Prof. Axel Strém, said that one 
of its duties has been to draft more or less standardized medical 
certificates. It has also tried to defend the medical profession 
against unreasonable demands made by the public and various 
official bodies. It is authorized to prevent physicians from using 
unsuitabie certificates. Another function of the committee is to 
examine complaints and disputes over medical certificates and, 
if need be, report on them to the central committee of the 
Norwegian Medical Association. When articles of food have 
been rationed, physicians have often been put in an awkward 
position if required to certify that a certain person is entitled 
to preferential treatment. Their task would be easier were the 
rationing authorities to specify exactly which ailments qualify 
a patient for an extra supply of rationed food and were physi- 
cians instructed by the committee to refuse to issue any milk 
certificates until the authorities had defined the ailments qualify- 
ing for them. Another form of certificate expected of physicians 
concerns candidates for admission to schools and other bodies. 
Some of these admission certificates have been so poorly drafted 
by school authorities that they defeat their purpose. The com- 
mittee has now drafted two model certificates, one elaborate 
and one comparatively short, for the use of school and other 
authorities. Some employers have objected to the wording of 
the committee’s medical certificates concerned with the dates of 
the illness of employees. This difficulty has not yet been fully 
overcome, and the committee continues to be troubled over the 
drafting of life insurance certificates and the problems of privi- 
leged commynications. The committee has discouraged the ap- 
plication by the public for the drafting of certificates that can 
serve no useful purpose. 


Treatment for Drowning.—Dr. Sten Florelius, secretary general 
of the Norwegian Red Cross, endorses the instructions given to. 
ambulance workers—to start artificial respiration at once and 
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to continue it until the patient has recovered or a physician has 
come and can take on all further responsibility. He quotes the 
case of a child who had been under water for three or four 
minutes and who showed no signs of life until artificial respira- 
tion had been continued for an hour. Ten minutes later the child 
was breathing normally. In another instance three boys had been 
under water or struggling on ice for 10 to 12 minutes before 
artificial respiration could be started. It was continued for 25 
to 30 minutes before there were any signs of life, but it took 
two and a half more hours of treatment for normal respiration 
to be restored. Persons buried in snowdrifts may require several 
hours of treatment before normal breathing is restored. 


SWITZERLAND 


Adrenal Cortex and Diabetes Mellitus.—Professor Bastenie of 
Brussels, Belgium, reported before the Medical Society of 
Geneva that experimental adrenal diabetes is characterized by 
negative nitrogen balance, resistance to insulin, and absence of 
acidosis and is of a transitory nature. The disturbances dis- 
appear after injection of steroid hormones. Clinically, the 
diabetes is that of Cushing’s syndrome. Although many authors 
have said that steroid diabetes is a rarity, Bastenie thinks that 
the adrenal glands play an important part in all cases of diabetes 
mellitus and that the cortical hyperfunction and consequent 
disturbances of glycometabolism caused by the disease are not 
peculiar to Cushing’s syndrome. Since it is usually difficult to 
discover minor disturbances in glucose metabolism, Bastenie 
used his own method of rapid intravenous injection of dextrose, 
during and after which variations in blood sugar are recorded. 
After a marked transitory elevation, another elevation is ob- 
served between the 15th and 60th minute. An exponential curve 
can be plotted for this second phase, and, from this, one can 
determine a glucose assimilation factor that is independent of 
the quantity of dextrose injected or the state of dehydration of 
the patient. The descent of the exponential curve and its co- 
efficient increases when the patient is given insulin; the opposite 
happens when the patient is given cortisone, but if this treat- 
ment is continued, the coefficient comes back to the normal 
value or even surpasses it, proving that cortisone favors the 
assimilation of glucose. In a diabetic patient cortisone increases 
glycemia, diminishes sensitivity to insulin, and causes insulin 
resistance. It does not increase preexisting insulin resistance. 

Professor Bastenie studied the Achard-Thiers syndrome, which 
is the clinical manifestation of an adrenocortical hyperfunction 
between Cushing’s syndrome and the adrenogenital syndrome. 
This condition is seen after the menopause in women who are, 
or who were, obese. It takes the form of a benign diabetes 
(rarely acidosic except with severe infection or injections of cor- 
ticotropin) and hypertension. The patients show an elevation of 
17-ketosteroid secretion, which is of adrenal origin. Under the 
influence of corticotropin an aggravation of the diabetes, which 
then resembles ordinary severe diabetes, occurs. Cortisone also 
diminishes the tolerance of these patients to glucose, but the 
disease sometimes undergoes spontaneous improvement. Preg- 
nant women also have increased glucose assimilation: their 
coefficient is elevated above that of normal subjects. The adreno- 
cortical hyperfunction of pregnancy can increase insulin secre- 
tion or aggravate latent diabetes, causing it to show clinical 
manifestations. Professor Bastenie thinks that steroid diabetes 
does not always have the four characteristics mentioned above. 
Hypercorticalism manifests itself also in diabetic patients with 
coma and acidosis. There, one sees eosinophilia develop in 
inverse proportion to the severity of the condition. Thus, the 
eosinophilia increases when glycemia falls. Insulin hypogly- 
cemia aggravates the diabetes by stimulating the adrenal cortex. 
In view of this, therapy for decompensated diabetes ought to 
include reduction of adrenocortical function. 


Atypical Onset of Acute Leukemia.—In all countries statistics 
reveal an increasing incidence of leukemia. In Switzerland, the 
rate has more than doubled in the last 10 years. The statistics 
depend not only on the growing number of cases but also on 
more frequent discovery of atypical cases. The onset of the 
disease may be localized to a single segment of the bone marrow 
and discovered by biopsy. H. Dubois-Ferriére and H. Gold- 
schlag (Schweiz. med. Wchnschr. 85:946, 1955) saw severa! 
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patients with acute leukemia whose cases were originally diag- 
nosed as refractory anemia with neutrophilic leukopenia and 
thrombocytopenia, often in the absence of splenomegaly. These 
cases could not have been diagnosed without the help of 
repeated puncture of the sternum, vertebral spiny apophyses, and 
crest of the ilium. One of the authors’ patients was a 59-year-old 
man who complained of fatigue and increasing pallor of one 
year’s duration. He was thin and dyspneic when the first hemo- 
gram was made, and it revealed hyperchromic anemia, with an 
erythrocyte count of 1,900,000 per cubic millimeter, 55% 
hemoglobin, and a leukocyte count of 3,600 per cubic millimeter, 
with normal distribution. He was treated for four weeks with 
1 mg. of vitamin By in biweekly injections, but the anemia did 
not regress and the erythrocyte count fell to 1,600,000 per cubic 
millimeter, with a colorimetric index of 1.13. The leukocyte 
count was 1,130 per cubic millimeter and the presence of 
megaloblasts was reported. Treatment was increased to | mg. 
of vitamin By» every day, and liver extract and folic acid were 
also given. After six weeks the hemogram remained unchanged. 
Splenomegaly had been noted, but this was forgotten in the face 
of the hematological picture that so strongly suggested pernicious 
anemia. The failure of therapy led to hospitalization of this 
patient. There, sternal puncture showed 65% atypical megalo- 
blasts. There were only 2 to 7% atypical myeloblasts in the 
blood. Another interesting case occurred in a 6-month-old child 
who was febrile and anemic. Clinicai examination suggested 
infectious anemia. The leukocyte count was 7,500 per cubic 
millimeter, and no atypical forms were seen. Sternal puncture 
showed a normal bone marrow, but spinovertebral puncture 
performed two days later showed the marrow to be wholly 
leukoblastic. Thus, acute leukemia developed in the form of 
anemia resistant to therapy, with granulocytic leukopenia in 
these two patients. The second case showed that the onset of 
the disease may be localized to a particular region of the 
skeletal system and that multiple biopsy is indispensable if the 
data suggest malignant hemopathy, even without myeloblastosis. 


Psychiatric Nurse.—According to the Expert Committee on 
Psychiatric Nursing of the World Health Organization, the 
psychiatric nurse should be a guardian angel and not a guard. 
She not only should contribute to the care and cure of the 
mentally ill but also should help them regain a place in normal 
life and help to prevent recurrence of the mental illness. Her 
training should make it possible for her to carry out these 
functions side by side with the psychiatrist. It is estimated that 
in Europe and North America between 40 and 50% of all 
hospital beds are occupied by mental patients. Their care there- 
fore presents a problem that concerns society in general, anc 
one crucial aspect of this problem is nursing care. The impor- 
tance of the role of the psychiatric nurse should be recognized. 
Her training should include comprehension of personality 
growth and development, theories of human behavior, concepts 
of anxiety, the sociologic aspects of psychiatric assistance, and 
group methods applicable to situations within ordinary com- 
munity life. She should also be encouraged to participate more 
actively in research in the prevention cnd treatment of mental 
illness. This would not only give her a better understanding of 
her own role but the results of her observations would also be a 
valuable tool for the psychiatrist in his understanding of patient- 
nurse relations and of the effect of the nurse on her patient. 


Chemical Products in Foodstuffs.—Many chemical products are 
used to season, color, or preserve foods. In the United States, 
for example, more than 800 such products may be added; in 
Sweden, 500; and in Germany, over 1,000. The World Health 
Organization is investigating this matter, since many countries 
are worried about this “chemical invasion” and have passed vari- 
ous laws to control it. The Alimentation and Agriculture Organi- 
zation and the World Health Organization held a conference in 
Geneva and concluded that international action should be taken 
for the following reasons: the situation is fraught with a latent 
danger to health, which danger threatens all nations, and no 
single nation or laboratory by itself could establish international 
coordination. The most urgent task consists in establishing uni- 
form methods of evaluating the toxic effects of the chemical 
products used and in formulating principles for their use. The 
problem of coloring agents is especially important because sub- 
stances synthesized from coal tar are now being used. 
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INTERNAL MEDICINE 


Benign Essential Hypertension: Follow-Up of 100 Patients 
Under Observation for from 18 to 34 Years. A. M. Burgess. 
Ann. Int. Med. 43:740-744 (Oct.) 1955 [Lancaster, Pa.]. 


One hundred persons with essential hypertension were ob- 
served during the years 1923 to 1°54. All had shown a systolic 
pressure of 180 mm. Hg or higher, or a diastolic pressure of 
100 mm. Hg or higher, and had remained in good health for 
eight years before being included in the series. By July 1, 1954, 
74 had died, 18 were alive and well, and 8 could not be traced. 
When the last report of those who could not be traced was 
counted as the end of their lives, the average length of survival 
was to within 2.7 years of life expectancy, as shown in life 
insurance tables. Thirty-two patients were 50 years of age or 
younger when first observed to have hypertension. The youngest 
was 28 years. Of this group 17 had died, 13 were alive, and 2 
could not be traced. The average individual had, at the time 
of this report, lived to within 7.6 years of his life expectancy. 
Sixty-eight patients were over 50 years of age when first found 
to be hypertensive. Of this group 55 had died, 7 were alive, 
and 6 could not be traced. The average individual of the group 
had lived 1.2 years beyond his life expectancy. None of the 
patients had symptoms directly attributable to hypertension. 
Some dizziness and occasional headaches were mentioned by 
the older group, in about the same proportion as occurs in 
others of the same age. Systolic pressure of over 300 mm. Hg, 
aS was seen in five patients, did not appear to cause any symp- 
toms. Although the series is too small to allow definite con- 
clusions or to be of statistical value, the author gained the 
impression that essential hypertension of long duration is a 
nonprogressive, benign condition that, in the absence of cardiac, 
retinal, or renal damage, is compatible with a duration of life 
up to normal expectancy in individuals over 50 and in many 
who are under that age. Because of the anxiety of most patients 
about high blood pressure, their attention should not be directed 
to it. Unless or until the patient shows signs of beginning 
cardiac, retinal, or renal damage, surgery is not indicated, and 
the temptation to use the modern hypotensive drugs should be 
resisted. Early malignant hypertension may be indistinguishable 
at first from the benign condition, and frequent observation is 
advisable until the diagnosis is clear. 


Controlled Hypotension with 4560 RP and Procainamide: 
Observations on Forty Cases. F. Matturro. Gior. ital. chir. 
11:956-963 (Aug.) 1955 (In Italian) |Naples, Italy}. 


The administration of Largactil (4560 RP) combined with 
that of procainamide was used by the author to induce hypo- 
tension. At first, the procainamide was given intravenously in 
a 2:1,000 concentration at the rate of 30 to 40 drops per minute 
after one vial (0.05 gm.) of Largactil had been emptied into the 
infusion tube. A constant and evident hypotensive effect be- 
came manifest in an average of 15 to 20 minutes. Later, a 
more marked and more constant hypotensive effect was obtained 
by administering the procainamide in a 3:1,000 or 4:1,000 (1.5 
or 2 gm. in 500 cc. of isotonic sodium chloride solution) con- 
centration at the rate of 80 to 100 drops per minute. The author 
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used this combination for 40 surgical patients who were given 
one vial of Largactil and from 0.4 to 1.5 gm. of procainamide, 
the smallest doses of the latter being given, with prompt and 
marked effects, to patients with hypertension and arteriosclerosis. 
The pulse and the respiration remained satisfactory, and alarm- 
ing signs were not observed during or after the operation. The 
immediate postoperative course was good, secondary hemor- 
rhages were not observed, and there was a gradual (an average 
of 8 to 10 hours) return of the arterial pressure to the pre- 
operative values. The pharmacological action of this combina- 
tion can be summarized as follows: (1) on the ganglions, a 
marked ganglioplegic effect and blocking of conduction; (2) on 
the centers, synaptic interruption between the cortex and the 
diencephalon and depression of the vasomotor center and the 
central vasomotor mechanisms; and (3) on the periphery, aboli- 
tion of vasoconstriction and of the vascular tone. Because of 
these actions, the vasopressor reflexes that are due to stimulation 
of the vasosensitive zones and in particular of the carotid sinus 
area can no longer take place. With this combination, those 
side-effects that are usually seen in patients in whom hypo- 
tension is induced by means of methonium salts are prevented 
and, because of a more complete blocking of the autonomic 
nervous system, tachycardia is also prevented. The main value 
of the Largactil-procainamide combination lies in the synergism 
and potentiation of the effects of the two drugs. 


Threatening Myocardial Infarction. H. Kjergaard. Ugesk. 
leger 117:1177-1180 (Sept. 8) 1955 (In Danish) |Copenhagen, 
Denmark|. 


In threatening myocardial infarction, unprovoked attack of 
prolonged precordial pain, pain not relieved by rest or glyceryl 
trinitrate (nitroglycerine), and absence of objective signs of 
myocardial infarct are characteristic. Occasionally an acute 
myocardial infarction occurs after an interval of hours or days. 
The condition is ascribed to some acute narrowing of a coronary 
artery. Threatened myocardial infarction is suggested by symp- 
toms of long-continued precordial pain, angina pectoris at rest, 
sudden occurrence of angina pectoris in patients previously well, 
sudden aggravation of angina pectoris, sudden ineffectivity of 
glyceryl trinitrate in angina pectoris, and nocturnal dyspnea. 
The treatment is immediate rest in bed, continued for from 7 
to 12 days. 


Functional Behavior of the Kidney in Mitral Disease. A. Amerio, 
A. Vercellone and G. Lunel. Minerva med. 46:211-217 (July 
28) 1955 (In Italian) |Turin, Italy]. 


The authors studied the renal function in 33 patients with pure 
mitral stenosis and 17 with mitral stenosis associated with de- 
compensation on all of whom surgery was performed by Prof. 
A. M. Dogliotti. On the basis of the severity of the subjective 
and objective symptoms, the patients were divided into four 
groups. Group | consisted of those patients who practically 
showed no clinical signs of heart decompensation; group 2, of 
those in whom this was evidenced by marked dyspnea on effort 
and at night; group 3, of those with signs of right ventricular 
decompensation, stasis cirrhosis, and malleolar edema on effort; 
and group 4, of those with frank decompensation and stabilized 
edema. It was found that the kidney circulation, as shown by 
the renal plasma flow and the filtration fraction, was already 
impaired in the early stages of the disease (group 1), whereas 
the glomerular activity was hardly altered at this time. The im- 
paired circulation was the severest renal dysfunction in these 
patients, and it became severer as the heart disease progressed. 
It was the only alteration that was present without exception 
in all the group 4 patients. The tubular activity of the kidney 
in these patients was only slightly altered. Many workers agree 
on a cause and effect relationship between the general hemo- 
dynamic alteration and renal ischemia. An attempt at establish- 
ing the relationship between the ischemia and the degree of 
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stenosis, as evaluated during the operation, showed the existence 
of a relationship between the two hemodynamic factors. The 
hypothesis is advanced that the first cause of the hemodynamic 
alterations may be the barrier opposed by the stenosed mitral 
orifice to the blood that flows from the atrium into the left 
ventricle with a consequent and proportional reduction of the 
cardiac output and secondary ischemia of the kidney. The nature 
of the relationship between the two hemodynamic factors is not 
known. 


Treatment of Bronchial Asthma with the Adrenocorticotropic 
Hormone (ACTH). B. B. Kogan. Klin. med. 33:49-57 (Aug.) 
1955 (In Russian) |Moscow, U. S. S. R.]. 


Corticotropin is not a specific therapeutic agent for bronchial 
asthma, but its spasmolytic and antiallergic effects make it a 
valuable adjunct in the therapy of attacks of this disease and, 
especially, of status asthmaticus. Its antiallergic action is mani- 
fested in the uniform lowering of blood eosinophils. In the 
present series, 26 patients were treated with corticotropin. The 
short-term results were very good in 11, good in 5, fair in 3. 
poor in 3, and nil in 3. In one patient, administration of the 
hormone caused extrasystoles. In patients with pulmonary 
fibrosis and intractable emphysema with chronic pulmonary 
insufficiency but without true bronchial asthma or clinical signs 
of bronchospasm and eosinophilia, corticotropin therapy had 
no effect. In those patients benefited, good results were achieved 
within two to three weeks when daily doses of from 20 to 40 
units of corticotropin were used. Side-effects pertaining to the 
sympathetic nervous system with this dosage were observed in 
only two patients. The advantage that corticotropin has over 
other spasmolytic agents such as epinephrine, ephedrine, and 
euphylline lies in its favorable effect on the state of the body 
as a whole. The hormone is the treatment of choice in bronchial 
asthma, provided certain contraindications are not present 
(pulmonary tuberculosis, hypertensive disease, arteriosclerosis, 
or ulcer). 


The Low Salt Syndromes. T. S. Danowski, E. B. Fergus and 
F. M. Mateer. Ann. Int. Med. 43:643-657 (Oct.) 1955 |Lan- 
caster, Pa.|. 


Sufficient evidence has accumulated to indicate the existence 
of several different types of “low salt syndrome.” The authors 
suggest that the general classification “hyponatremia” might be 
used to refer to all abnormally low concentrations of sodium 
in plasma, irrespective of etiology, and perhaps replace the 
somewhat misleading designation, “low salt syndrome.” Hypo- 
natremia may be present with decreased, intact, or increased 
total stores of extracellular sodium. The authors discuss these 
different types of hyponatremia and review their clinical experi- 
ences in the light of these different entities. They list the clinical 
diagnoses and probable etiology of hyponatremia in 137 hos- 
pitalized patients. Depending on the age group, one-third to 
one-half of the patients in whom hyponatremia developed were 
ill with diseases that ultimately proved fatal. Hence, the appear- 
ance of low values of serum sodium may well be an ominous 
sign. The authors reviewed the clinical and laboratory findings 
in this group of patients and tried to ascertain the origin or 
origins of the hyponatremia. In this, they relied on the clinical 
history, the intake and output data, the results of external 
balance studies, and the responses to therapy. The history, symp- 
toms, signs, and laboratory findings will often permit differenti- 
ation of hyponatremia resulting from sodium depletion or ce:- 
lular hypo-osmolarity in which sodium stores are reduced, water 
intoxication and hyperlipemic hynonatremia in which body 
sodium is intact, and the hyponatremia encountered in edema 
States such as congestive heart failure, cirrhosis, and renal 
failure in which the total sodium of the body is actually in- 
creased. The commonest cause of hyponatremia in children was 
sodium depletion occurring in the course of diabetic acidosis, 
gastrointestinal fluid losses, and cerebral disorders. The diabetic 
children invariably survived, whereas the mortality was approxi- 
mately one in three in the other groups; in adults, hyponatremia 
was encountered most often in patients with cardiac or renal 
failure. The mortality in these groups was approximately 50%. 
It should be recognized that analyses of serum solute values were 
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in general requested in patients who were seriously ill. It may 
well be that other forms of unrecognized hyponatremia exist. 


Diabetes, Hyperthyroidism, and Cardiopathy in Elderly Patients. 
L. M. Alvarez, R. E. Pupi and J. Raffaele. Rev. Asoc. méd. 
argent. 69:174-176 (June 15-30) 1955 (In Spanish) [Buenos 
Aires, Argentina]. 


Diabetes, hyperthyroidism without goiter, and cardiopathy 
are rarely associated in the elderly. Hyperthyroidism aggravates 
diabetes. It is masked by the symptoms of the complicating 
cardiopathy. The symptoms of hyperthyroidism in the elderly 
are more or less the same as those of diabetes in patients of the 
same age, with the exception of the increase in the basal metabo- 
lism in hyperthyroidism. A diagnosis is made by the coexistence 
of characteristic symptoms, with high values of the basal 
metabolism in repeated tests, and of positive results of the test 
of capturing radioactive iodine. The treatment aims to com- 
pensate diabetes and the cardiac insufficiency and to restore 
thyroidal hyperfunction to normalcy. Hyperthyroidism greatly 
increases the requirement of insulin in the elderly, in certain 
cases, to a true insulin resistance. Its reversal causes great 
improvement of diabetes and of the cardiac insufficiency. The 
treatment, after this improvement, can be continued with satis- 
factory results with smaller doses than those previously ad- 
ministered, or with small doses of insulin and discontinuation 
of digitalis. The authors observed two women, 60 and 62 years 
old, respectively, with diabetes, hyperthyroidism without goiter, 
and cardiopathy. The treatment of diabetes followed the classical 
schedule. Hyperthyrcidism was controlled by the administration 
of methyl propylthiouracil alone or followed by the adminis- 
tration of radioactive iodine. The course of diabetes and the 
control of cardiac insufficiency were more favorable when euthy- 
roidism was reached after administration of methyl propylthio- 
uracil than after administration of radioactive iodine. 


The Clinical Value of Renal Biopsy. R. M. Kark, R. C. 
Muehrcke, C. L. Pirani and V. E. Pollak. Ann. Int. Med. 
43:807-847 (Oct.) 1955 |Lancaster, Pa.]. 


The inherent difficulty with renal biopsy is finding the organ 
with the biopsy needle. The authors use intravenous pyelograms 
and an atraumatic, fine exploring needle to locate the lower 
pole of the kidney before they insert the thin Franklin-Vim- 
Silverman biopsy needle to secure a small core of renal tissue. 
In the prone position, a sandbag placed under the abdomen 
pushes the kidney near the-surface of the back and also insures 
hemostasis after the biopsy has been taken. The point of the 
exploring needle is in the kidney when that portion of it out- 
side the skin swings through a wide are with deep inspiration. 
Exact location of the kidney by this simple maneuver is the 
reason why this technique is more efficient in obtaining tissue 
than any other published method. The main contraindications 
to this type of biopsy that the authors have encountered have 
been progressive severe uremia, a hemorrhagic diathesis, lack 
of cooperation on the part of patients, severe calcific athero- 
sclerosis, and surgical lesions of the organ such as hydro- 
nephrosis. The authors did 200 renal biopsies with patients in 
the prone position. No serious complications developed; mor- 
bidity was slight. Cultures of the blood and tissues taken 
from the kidney were made in all cases. Renal biopsy seems 
to be more accurate than cultures of the urine in determining 
the organism responsible for infection within the kidney. Five 
patients were observed in whom urine cultures were repeatedly 
negative and in whom culture of the kidney tissue was positive. 
They all responded to treatment with antibiotics. Analysis of the 
results demonstrates that renal biopsy is useful in the diagnosis 
and management of diseases involving the nephron, the vessels, 
and the ground substance of the kidney. In the nephrotic syn- 
drome it is frequently difficult to make a prognosis when the 
patient is first seen, but renal biopsy facilitates prognosis in this 
condition. Serial biopsy studies have enabled the authors to 
make a close clinicepathological study of the natural history of 
renal diseases; the biopsies have been useful in determining the 
response of the organ to treatment and are proving valuable in 
solving problems related to renal pathophysiology, such as the 
origin and mechanism of renal hematuria and proteinuria. 
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Adrenocorticotropic Hormone and Adrenal Steroids in the 
Management of Infectious Diseases. W. W. Spink. Ann. Int. 
Med. 43:685-701 (Oct.) 1955 [Lancaster, Pa.}. 


While reduction of inflammation was mentioned as one of 
the most important effects of treatment with corticotropin and 
cortisone by Hench and his associates and subsequently by other 
investigators, it was also shown that these hormones could 
convert a mild infection into a fulminating and lethal disease. 
Spink is concerned with the desirability of the short-term use 
of corticotropin or corticosteroids in critically ill patients with 
certain infectious diseases. His discussion revolves around cer- 
tain aspects of the problem that have been of interest to investi- 
gators at the University of Minnesota. Adrenocorticotropin and 
corticosteroids subdue inflammation and suppress the toxic re- 
actions in patients having infectious diseases. For these reasons 
these hormones are of value in carefully selected patients who 
are critically ill or who have debilitating complications. Tuber- 
culosis, acute rheumatic fever, typhoid, brucellosis, trichinosis, 
viral hepatitis, mumps orchitis, and infectious mononucleosis are 
among the diseases in which the clinical course has been favor- 
ably altered by treatment with the steroid hormones. Adrenal 
insufficiency may participate in the peripheral vascular collapse 
and in shock that occurs in bacteremic states, particularly in 
those caused by gram-negative bacteria. Adrenocorticosterois 
may be used advantageously in such patients, along with anti- 
biotics and pressor agents. Severe hypersensitivity reactions, 
involving the skin, vessels, joints, and bone marrow, which are 
induced by therapeutic agents, including the sulfonamides and 
antibiotics, can be promptly controlled by the administration of 
the corticosteroids. Corticotropin and corticosteroids have pro- 
found metabolic effects on the human organism, and, when used 
in the management of infectious diseases, these agents should 
be given for only brief periods and only to carefully selected 
patients. 


C-Reactive Blood Protein in Inflammatory Disease: Its Value 
as an Index of Rheumatic Activity. P. A. Ruggieri. J. M. Soc. 
New Jersey 52:500-504 (Oct.) 1955 [Trenton, N. J.]. 


Reports from the literature show that the serum of patients 
in the acute phase of certain infectious diseases yields a pre- 
cipitate when in contact with a solution of the C-polysaccharide 
of pneumococcus. This reaction is not restricted to pneumococcic 
disease. Its close time relationship with the acute phase of an 
illness has recently been clearly demonstrated in rheumatic fever 
in which laboratory tests for C-reactive protein are considered 
to provide the most sensitive indicator for the presence of rheu- 
matic activity. The presence of C-reactive protein in the serums 
showed a close correlation with the intensity and duration of 
the inflammatory reaction of the host as indicated by elevated 
temperature and increased serial erythrocyte sedimentation rate. 
Despite certain limitations, the C-reactive protein test is proving 
useful in the management of the patient with rheumatic fever. 
The poorly defined normal range of the erythrocyte sedimenta- 
tion rate in rheumatic fever has made evaluation of certain 
cases uncertain. C-reactive protein is of value in resolving some 
of these difficulties. Comparison of changes in the sedimentation 
rate and in C-reactive protein titers during fluctuations in activity 
discloses a tendency for the latter to respond more promptly. 
C-reactive protein usually disappeared during the early recovery 
period while the sedimentation rate was still elevated. The test 
is simple to perform and may be routinely employed, now that 
specific antiserums are commercially available. 


Effect of Bacteriostatic Drugs on Tuberculous Lymph Nodes. 
P. Mutschler and G. Hasche-Kliinder. Beitr. Klin. Tuberk. 
114:406-435 (no. 4) 1955 (In German) [Berlin, Germany}. 


The cervical lymph nodes were studied in 283 guinea pigs 
experimentally infected with tuberculosis. The infection usually 
becomes generalized after the fourth week; this was verified in 
a preliminary series of 42 animals. The local injection treatment 
of the tuberculous nodes with Conteben, streptomycin (SM), 
and aminosalicylic acid (PAS) led to an objectionable amount 
of fibrosis; this offset the beneficial effects, which were con- 
vincing in the case of streptomycin but unsatisfactory in the 
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cases of Conteben and aminosalicylic acid. Extirpation of the 
submental nodes did not affect the course of the disease. Strepto- 
mycin given orally after such extirpation was somewhat more 
effective than Conteben. Unfavorable effects of the postoperative 
impairment of lymphatic circulation became manifest when 
treatment with the drugs was discontinued. The most efficacious 
combination after lymphadenectomy was streptomycin and 
Conteben. Preparations of isonicotinic acid hydrazide (INH) 
were equally effective in the early stages, but in the later stages 
the effect was negligible. Neither of the two preparations of 
aminosalicylic acid tried was effective. In advanced stages, the 
various drugs had more marked effects on the other organs than 
on the lymph nodes, and, when treatment with the drugs was 
discontinued, the disease progressed faster in the nodes than in 
the organs. For successful treatment it was necessary to begin 
early and to persist. In general, the tuberculostatic effect was 
better the lower the initial infecting dose, the higher and more 
prolonged the concentration of the drug, and the greater the 
proliferative ability of the bacilli. These conditions are realized 
only in the early stages of lymphadenitis, and this explains the 
unsatisfactory results of treatment after there has been caseation. 
Postoperative treatment with bacteriostatics is therefore recom- 
mended in tuberculous cervical lymphadenitis in man. 


Indications for Cavernostomy and Its Results. G. Salzer. Beitr. 
Klin. Tuberk. 114:381-384 (no. 4) 1955 (In German) [Berlin, 
Germany]. 


Cavernostomy was done in 46 tuberculous patients in whom 
the prognosis had been considered hopeless because the cavities 
were large or multiple and had proved resistant to standard 
treatment. Special care was taken to locate the incision as nearly 
as possible over the lesion; one or two ribs were resected, de- 
pending on the size of the cavity, and enough of the affected 
pleura and lung was removed to make a rather wide opening. 
A tampon is left in place five or six days, during which time 
there is usually a high fever; removal of the tampon and appli- 
cation of dressings with antibiotics brought the temperature back 
to normal, and thereafter neither the sputum nor the discharge 
from the fistula contained any more Mycobacterium tuberculosis. 
The presence of other cavities, large or small, may necessitate 
additional surgery, and a secondary operation is generally re- 
quired to close the bronchial fistula. The latter proved unneces- 
sary in 15 cases. Nine cases that terminated fatally included five 
in which the cavities were huge and bilateral. The cavernostomy 
proved lifesaving in many cases that had appeared hopeless after 
years of varied treatment. 


Fifty Years of Malaria Control in the Panama Area. E. J. 
Dehné. Am. J. Trop. Med. 4:800-811 (Sept.) 1955 [Baltimore}. 


The Isthmus of Panama was an area of pestilence during the 
Spanish conquest of Central and South America. Its environ- 
ment provided optimum breeding conditions for Anopheles 
albimanus, the principal malaria vector, because of the warm, 
humid climate and the heavy annual rainfall, usually varying 
from 70 to 130 in. The high relative humidity ranging from 
60 to 99% saturation, ambient temperatures of from 63 to 
97 F, waterlogged country, deforested lands, and innumerable 
swamps and water collections presented a serious challenge to 
efforts to control malaria when, in 1904, the United States 
launched its sanitary program. Hospital admission rates for 
malaria increased rapidly with the importation of large numbers 
of workers, reaching a peak of 821 per thousand employees in 
1906. An equally serious problem was presented by yellow 
fever, which became epidemic in the Canal Zone in April, 1905. 
Efforts made by the engineers to secure the replacement of 
Gorgas, Carter, and their assistants, “who believed in the 
mosquito transmission theory,” failed, and in July, 1905, the 
sanitation Organization became an independent department and 
functioned with greater authority. Its first efforts were directed 
against yellow fever—then the immediate threat. They suc- 
ceeded, just as they had in Havana, and no fatal case of yellow 
fever originating in the Canal Zone was reported after Novem- 
ber, 1905. The procedures employed in the campaign to control 
malaria were (1) extensive and prophylactic use of drugs (at 
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that time limited to quinine); (2) screening of houses and use 
of mosquito nets; (3) killing of adult mosquitoes in dwellings 
and the elimination of harboring places by cutting away shelter- 
ing underbrush; (4) the destruction of mosquito larvae and 
pupae by the use of oil and other larvicides; (5) the elimination 
of mosquito breeding places by filling, draining, training 
streams and admitting tide water; and (6) tHe use of per- 
manent subsoil tiling and concrete-lined ditches in an attempt 
to drain all standing water. These procedures, which with certain 
modifications are still the key to malaria control, were increas- 
ingly successful as new drugs, insecticidal methods, and sanita- 
tion techniques became available. Malaria is now an uncommon 
disease in the Canal Zone, and urban communities in the Repub- 
lic of Panama enjoy a considerable degree of freedom from 
infection. Information collected from malaria surveys during 
the last two decades shows, however, that the disease still persists 
in all the provinces of the republic. The Canal Zone, in fact, 
is bordered by areas where the recurring high prevalence of 
malaria serves as a continuing reservoir of infection from which 
an abundant perennial population of Anopheles mosquitoes can 
transmit the disease. Continuous and unremittent application 
of control measures by the individual and the community aimed 
at reducing the vector and treating the carriers is the only 
solution to the problem of malaria in the Panama area. 


Amebic Hepatitis: Laboratory Findings and Treatment with 
Erythromycin. T. L. Nelson, H. H. Anderson and O. Thomas. 
Am. J. Trop. Med. 4:812-821 (Sept.) 1955 [Baltimore]. 


The disease entity often referred to as amebic hepatitis, 
which consists of an enlarged liver, tenderness in the right upper 
quadrant, and sometimes disturbed hepatic function detected 
by laboratory tests, is seen in a varying percentage of patients 
with intestinal amebiasis. It is not accompanied by hepatic 
amebic abscess formation. The lack of consistency in regard to 
the laboratory findings evident in reports dealing with this con- 
dition led to an effort to establish certain diagnostic criteria for 
amebic hepatitis by the thorough study of a few patients ex- 
hibiting this clinical picture. An attempt was made to determine 
the value of various laboratory procedures and their relative 
consistency in correlation with a recognizable clinical entity. 
Efforts were also made to rule out viral hepatitis and nutritional 
liver disease, sometimes confused with amebic hepatitis, by 
parallel pathological studies of liver biopsy specimens from 
representative patients. Finally, the efficacy of erythromycin 
and chloroquine therapy was investigated. A therapeutic re- 
sponse to either of these agents was regarded as confirming the 
diagnosis of amebiasis, but the question whether the infection 
was actively present in the liver itself or was secondary to in- 
testinal Endamoeba histolytica infection remains unanswered. 
The 29 patients studied, all of whom presented evidence of de- 
ranged liver function in addition to proved intestinal amebiasis, 
were chosen from 371 patients with intestinal amebiasis in a 
2,700-bed California hospital for the mentally retarded. The 
general pretreatment picture of amebic hepatitis seen in the liver 
biopsy specimens was that of subacute hepatitis that was fre- 
quently focal in distribution and usually most marked in the 
periportal areas, where it is shown chiefly by lymphocyte and 
plasma cell infiltration. Increased glycogen content was noted 
in some cases in the individual parenchymal cells. Post-treat- 
ment biopsy specimens in which a response to therapy appeared 
to be evident showed a diminution in the inflammatory reaction. 
Regeneration of parenchymal cells was shown by an increase 
in cell size and variations in nuclei. No amebas were found in 
any of the biopsy specimens. Evaluation of the efficacy of treat- 
ment on the basis of the patient’s physical status and all the 
laboratory findings in each case showed a definitely favorable 
response in clearance of liver disease in 20 patients who were 
given erythromycin and in one who was given a combination 
of erythromycin and fumagillin. The nine patients resistant to 
erythromycin were subsequently put on chloroquine therapy 
with a favorable response in six, equivocal results in two, and 
no response in one. Six of the 12 tests and signs employed 
were significantly altered in one-third or more of the patients 
studied. The six most useful procedures, with the percentage 
of abnormal findings in each, were the cephalin flocculation re- 


action (two plus or more), 93%; liver biopsy with pathological 
findings, 82% ; urine urobilinogen, 1:20 or greater dilution, 65%: 
elevated corrected erythrocyte sedimentation rate, 60%: liver 
enlarged and/or tender on palpation, 48%; and right lower 
pulmonary region showing pathological changes on x-ray ex- 
amination, 36%. Objective findings such as those obtained in 
these patients deserve greater consideration as diagnostic criteria 
than the subjective impressions hitherto relied on. 


Hepatitis Epidemic in Haderslevy Eastern District in 1953-1954, 
I. Krogh. Ugesk. leger 117:1219-1221 (Sept. 15) 1955 (In 
Danish) [Copenhagen, Denmark]. 


Of 44 patients with hepatitis admitted from February, 1953, 
to March, 1954, 42 are believed to have had epidemic hepatitis. 
The source of infection was established in 36 cases. The epidemic 
was benign. No cases of cirrhosis of the liver developed. 
Questionnaires sent 10 months after discharge of the last patient 
brought answers from 38 patients. Icterus had not recurred. 
Some patients reported slight fatigue, but there were otherwise 
no complications. The Takata-Ara reaction was positive in the 
grave cases where the icterus index and sedimentation reaction 
were high and the duration of illness prolonged, but it was also 
often positive in mild cases. Urobilin is always present in the 
urine in hepatitis except in milder cases and at the peak of the 
disease in severe cases. 


SURGERY 


The Cleft Lip—Cleft Palate Problem. H. M. Trusler, T. B. Bauer 
and J. M. Tondra. Plast. & Reconstruct. Surg. 16:174-188 
(Sept.) 1955 [Baltimore]. 


The authors analyze results obtained in 750 patients with cleft 
lip—cleft palate operated on during the last decade at the Indiana 
University Medical Center. Good surgical correction of the 
deformity is the chief factor in the rehabilitation of these 
patients. No single operation is adequate for all cases. The 
procedures that have given the best result for the various types 
of deformity are outlined. Much of the cleft lip—cleft palate 
surgery in the past has resulted in bad residual defects. Some 
of the surgery has resulted in the destruction of valuable tissue 
with excessive scarring and growth disturbance in the upper 
jaw and teeth. The cleft lip—cleft palate surgery of the present 
day is not producing serious growth disturbance in the maxilla. 
Orthodontia is a valuable adjunct in the rehabilitation of the 
cleft lip—cleft palate patient, but there are definite limitations 
in this field that must be recognized. Many of these patients 
have teeth so defective that orthodontia is futile. Fortunately 
these defects can be corrected by dental prosthesis. Speech 
therapy is an important factor in rehabilitation of the cleft 
palate patient. In the majority of cases, a good surgical repair 
at 18 months to 2 years of age gives good speech without spe- 
cialized speech training, but the patient with a marked hypo- 
plastic palate usually does not get good speech without the help 
of a speech therapist. Hearing defects have been a frequent 
cause of bad speech in cleft palate patients in the past. They are 
usually associated with repeated infections of the middle ear. 
It is not necessarily an integral part of the deformity. Early 
closure of the cleft palate with careful dissections and the aid 
of antibiotics reduces the incidence of this complication. 


Reactivation of Rheumatic Fever Following Mitral Commis- 
surotomy. E. H. Fell and R. T. Helman. A. M. A. Arch. Surg. 
71:512-517 (Oct.) 1955 |Chicago]. 


The authors review clinical and laboratory observations that 
might suggest reactivation of rheumatic fever in 100 consecutive 
patients who received surgical treatment for mitral stenosis. 
Attempts were made to free the patient from active rheumatic 
fever and other infections before surgery was undertaken. 
While blood studies proved important and helpful, they were 
not absolutely reliable. The sedimentation rate and antistrepto- 
lysin titer were normal in some patients, in whom microscopic 
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studies on the auricular appendage revealed marked rheumatic 
activity. The patient should be well compensated and the cir- 
culating blood cells should be normal in number and quality 
before surgery is undertaken. A portion of the left auricular 
appendage is generally removed during mitral commissurotomy 
to allow the entrance of the operating finger. Histopathological 
studies were made on these appendages and permitted classifi- 
cation into the inactive, or the group showing no evidence of 
rheumatic heart disease, and the active group that showed rheu- 
matic carditis. Forty-six or 52% of 88 auricular appendages 
showed rheumatic activity in the endocardium and myocardium 
on microscopic study. While histological evidence of rheumatic 
heart disease was most common in the younger age group (73% 
of those less than 30 years of age), it did occur at all ages. The 
four patients with reactivation of the rheumatic fever after mitral 
commissurotomy whose histories are presented were less than 
25 years old. In one of these four patients, a 12-year-old girl, 
a mitral commissurotomy was done as a lifesaving procedure 
in the presence of what was believed to be active rheumatic 
fever. Microscopic study confirmed the clinical diagnosis of 
active rheumatic heart disease. Surgery confirmed the severity 
of the mitral stenosis and relieved the obstruction. The child is 
now receiving treatment for rheumatic fever and is progressing 
satisfactorily. All four patients who showed signs of reactivation 
have benefited from mitral commissurotomy. Since it is impos- 
sible to predict which patient will experience a reactivation, the 
authors advise prolonged postoperative antibiotic therapy or 
chemotherapy in patients in whom histopathological studies re- 
veal rheumatic heart disease. 


Prognostic Significance of Embolism with Regard to Commis- 
surotomy for Mitral Stenosis. A. Actis-Dato and F. Morino. 
Minerva med. 46:255-263 (Aug. 4) 1955 (In Italian) [Turin, 
Italy}. 


A review of the history of 500 patients with mitral stenosis 
on whom Prof. A. M. Dogliotti performed a mitral commis- 
surotomy revealed that 52 (10.4%) had had an embolism before 
the operation. An embolism occurred during or after the 
operation in 6 (11.5%) of these 52 as compared with its occur- 
rence in 13 (3%) of the patients whose history did not reveal 
a previous embolism. Thus the risk of the occurrence of a post- 
operative embolism was three to four times greater for patients 
who had than for those who had not previously suffered an 
embolism. More than half the patients (three out of five) in 
whom an embolism occurred during the operation had previously 
had an embolism, whereas only one-fifth of the patients in 
whom an embolism occurred postoperatively had had a previous 
embolism. This different rate of embolic complications may have 
been due to the fact that the embolizing material present in 
the atrium or the valves before the operation and removed 
during its performance plays a great part in the causation of 
preoperative and intraoperative embolism, whereas a_ post- 
operative embolism is caused by new thrombotic material that 
is formed in the atrium or on the valves in the immediate post- 
operative course. Three (5.7%) of the 52 patients died as the 
result of intraoperative or postoperative embolism. In none of 
the 49 patients who survived did embolism recur months or 
even years after the operation. Only 3 (0.67%) of the other 
448 patients died from the same cause. The authors conclude 
that a history of embolism in patients with mitral stenosis should 
not constitute, in the absence of other complications, a contra- 
indication to commissurotomy because, although the operative 
risk is greater for such patients, it is not so great as to contra- 
indicate the intervention. On the contrary, by improving the 
hemodynamic and cardiovascular conditions, the commissurot- 
omy may not only offer the patient a better chance for survival 
but it may also prevent the occurrence of a new embolism. 


Megaesophagus: Surgical Therapy. D. B. Effler and J. W. 
Rogers. A. M. A. Arch. Surg. 71:551-559 (Oct.) 1955 [Chicago]. 


Although the terms cardiospasm, achalasia, and mega- 
esophagus are used interchangeably, megaesophagus is distinct 
from functional cardiospasm in that it is an organic disease that 
is associated with structural change. It is characterized by tonic 
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contraction of the circular muscle of the terminal esophagus 
and proximal dilatation of part or all of the organ. The patient 
with megaesophagus gives a history of dysphagia and food re- 
tention. He may regurgitate undigested food from meals taken 
a day or two before. Total obstruction may occur when a bolus 
of meat or fibrous membrane (skin of a prune or apple) acts 
as a plug in the narrowed terminal outlet. These patients do 
not have peptic esophagitis or other forms of indigestion. The 
weight loss is directly proportional to the mechanical obstruc- 
tion. Pulmonary symptoms are not uncommon, brought on 
either by aspiration or by the dilated esophagus, which reduces 
pulmonary function by compression. Radiographic studies show 
dilatation and impairment or absence of normal esophageal 
peristalsis. Attempts to relieve the tonic contraction of the car- 
diac sphincter and megaesophagus by sympathomimetic drugs, 
sedatives, antispasmodics, or procaine derivatives have been 
singularly unsuccessful. Direct surgical intervention is the treat- 
ment of choice for all patients who have true megaesophagus. 
The authors regard Wangensteen’s operation, in which the ter- 
minal esophagus as well as the upper stomach is resected, as 
too radical. In the first 12 of the 32 patients in whom they 
resorted to surgical treatment for megaesophagus, they employed 
the Heineke-Mikulicz principle of esophagocardioplasty. How- 
ever, all but three of these patients required a secondary opera- 
tion to relieve the symptoms suggesting reflux esophagogastritis. 
Since 1952 the authors have employed transthoracic linear 
myotomy. The 20 patients operated on by this method obtained 
complete relief of dysphagia and food retention. 


Unusual Manifestations of Parathyroid Adenoma. C. M. Lee 
Jr., W. T. McElhinney and E. A. Gall. A. M. A. Arch. Surg. 
71:475-485 (Oct.) 1955 [Chicago]. 


Of a series of 11 cases of parathyroid adenoma, 4 were suffi- 
ciently unusual to merit comment. One of these occurred in a 
7-year-old boy in whom blindness was a concurrent and ap- 
parently related complication. Another case was complicated by 
the development of a fatal fibrosarcoma in what is believed to 
have been originally an area of osteitis fibrosa cystica of hyper- 
parathyroidism. In a third case, true neoplastic parathyroid 
adenoma occurred in association with secondary parathyroid 
hyperplasia, the latter the result of nephrocalcinosis. The fourth 
case was one of parathyroid poisoning—the so-called “hyper- 
hyperparathyroidism” of Albright. The remaining cases followed 
conventional patterns. The authors cite evidence to the effect 
that parathyroid adenoma is frequently not recognized until the 
opportunity for cure has been lost. Only one of the 11 cases of 
parathyroid adenoma was discovered in connection with urinary 
calculus, although four of these patients had such calculi. 
Furthermore, the formidableness of parathyroid surgery has 
apparently so impressed some physicians that some patients may 
not receive proper treatment. One case is cited to prove this. 
Parathyroid surgery is a skill that should be within the reach of 
all who need it. The surgeon who undertakes parathyroid sur- 
gery should have adequate general training and should con- 
scientiously prepare himself by careful study and, if possible, 
by cadaver dissection, before attacking his first parathyroid 
adenoma; but he should not deny a patient his chance of cure 
because the patient is unable to go to a distant center. 


Treatment of Bleeding Esophageal Varices After Splenectomy. 
G. A. Hallenbeck and E. Shocket. A. M. A. Arch. Surg. 
71:581-587 (Oct.) 1955 [Chicago]. 


Portal decompression by anastomosis with the caval venous 
system is at present the preferred treatment for bleeding 
esophageal varices in patients with portal hypertension. It may 
or may not be possible in patients after splenectomy or when 
the splenorenal shunt has failed. The problem is one of de- 
termining whether branches of the portal system exist that are 
large enough and in suitable position for anastomosis to the 
vena cava. This cannot be done without exploration and should 
not involve a tedious and hazardous dissection that may be of 
no avail. A plan is presented whereby a brief laparotomy allows 
exploration of the abdomen, examination of the liver, palpation 
of the porta hepatis, measurement of portal pressure, and ob- 
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that time limited to quinine); (2) screening of houses and use 
of mosquito nets; (3) killing of adult mosquitoes in dwellings 
and the elimination of harboring places by cutting away shelter- 
ing underbrush; (4) the destruction of mosquito larvae and 
pupae by the use of oil and other larvicides; (5) the elimination 
of mosquito breeding places by filling, draining, training 
streams and admitting tide water; and (6) te use of per- 
manent subsoil tiling and concrete-lined ditches in an attempt 
to drain all standing water. These procedures, which with certain 
modifications are still the key to malaria control, were increas- 
ingly successful as new drugs, insecticidal methods, and sanita- 
tion techniques became available. Malaria is now an uncommon 
disease in the Canal Zone, and urban communities in the Repub- 
lic of Panama enjoy a considerable degree of freedom from 
infection. Information collected from malaria surveys during 
the last two decades shows, however, that the disease still persists 
in all the provinces of the republic. The Canal Zone, in fact, 
is bordered by areas where the recurring high prevalence of 
malaria serves as a continuing reservoir of infection from which 
an abundant perennial population of Anopheles mosquitoes can 
transmit the disease. Continuous and unremittent application 
of control measures by the individual and the community aimed 
at reducing the vector and treating the carriers is the only 
solution to the problem of malaria in the Panama area. 


Amebic Hepatitis: Laboratory Findings and Treatment with 
Erythromycin. T. L. Nelson, H. H. Anderson and O. Thomas. 
Am. J. Trop. Med. 4:812-821 (Sept.) 1955 [Baltimore]. 


The disease entity often referred to as amebic hepatitis, 
which consists of an enlarged liver, tenderness in the right upper 
quadrant, and sometimes disturbed hepatic function detected 
by laboratory tests, is seen in a varying percentage of patients 
with intestinal amebiasis. It is not accompanied by hepatic 
amebic abscess formation. The lack of consistency in regard to 
the laboratory findings evident in reports dealing with this con- 
dition led to an effort to establish certain diagnostic criteria for 
amebic hepatitis by the thorough study of a few patients ex- 
hibiting this clinical picture. An attempt was made to determine 
the value of various laboratory procedures and their relative 
consistency in correlation with a recognizable clinical entity. 
Efforts were also made to rule out viral hepatitis and nutritional 
liver disease, sometimes confused with amebic hepatitis, by 
parallel pathological studies of liver biopsy specimens from 
representative patients. Finally, the efficacy of erythromycin 
and chloroquine therapy was investigated. A therapeutic re- 
sponse to either of these agents was regarded as confirming the 
diagnosis of amebiasis, but the question whether the infection 
was actively present in the liver itself or was secondary to in- 
testinal Endamoeba histolytica infection remains unanswered. 
The 29 patients studied, all of whom presented evidence of de- 
ranged liver function in addition to proved intestinal amebiasis, 
were chosen from 371 patients with intestinal amebiasis in a 
2,700-bed California hospital for the mentally retarded. The 
general pretreatment picture of amebic hepatitis seen in the liver 
biopsy specimens was that of subacute hepatitis that was fre- 
quently focal in distribution and usually most marked in the 
periportal areas, where it is shown chiefly by lymphocyte and 
plasma cell infiltration. Increased glycogen content was noted 
in some cases in the individual parenchymal cells. Post-treat- 
ment biopsy specimens in which a response to therapy appeared 
to be evident showed a diminution in the inflammatory reaction. 
Regeneration of parenchymal cells was shown by an increase 
in cell size and variations in nuclei. No amebas were found in 
any of the biopsy specimens. Evaluation of the efficacy of treat- 
ment on the basis of the patient’s physical status and all the 
laboratory findings in each case showed a definitely favorable 
response in clearance of liver disease in 20 patients who were 
given erythromycin and in one who was given a combination 
of erythromycin and fumagillin. The nine patients resistant to 
erythromycin were subsequently put on chloroquine therapy 
with a favorable response in six, equivocal results in two, and 
no response in one. Six of the 12 tests and signs employed 
were significantly altered in one-third or more of the patients 
studied. The six most useful procedures, with the percentage 
of abnormal findings in each, were the cephalin flocculation re- 
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action (two plus or more), 93%; liver biopsy with pathological 
findings, 82% ; urine urobilinogen, 1:20 or greater dilution, 65% ; 
elevated corrected erythrocyte sedimentation rate, 60%; liver 
enlarged and/or tender on palpation, 48%; and right lower 
pulmonary region showing pathological changes on x-ray ex- 
amination, 36%. Objective findings such as those obtained in 
these patients deserve greater consideration as diagnostic criteria 
than the subjective impressions hitherto relied on. 


Hepatitis Epidemic in Hadersley Eastern District in 1953-1954, 
I. Krogh. Ugesk. leger 117:1219-1221 (Sept. 15) 1955 (In 
Danish) [Copenhagen, Denmark]. 


Of 44 patients with hepatitis admitted from February, 1953, 
to March, 1954, 42 are believed to have had epidemic hepatitis. 
The source of infection was established in 36 cases. The epidemic 
was benign. No cases of cirrhosis of the liver developed. 
Questionnaires sent 10 months after discharge of the last patient 
brought answers from 38 patients. Icterus had not recurred. 
Some patients reported slight fatigue, but there were otherwise 
no complications. The Takata-Ara reaction was positive in the 
grave cases where the icterus index and sedimentation reaction 
were high and the duration of illness prolonged, but it was also 
often positive in mild cases. Urobilin is always present in the 
urine in hepatitis except in milder cases and at the peak of the 
disease in severe cases. 


SURGERY 


The Cleft Lip—Cleft Palate Problem. H. M. Trusler, T. B. Bauer 
and J. M. Tondra. Plast. & Reconstruct. Surg. 16:174-188 
(Sept.) 1955 [Baltimore]. 


The authors analyze results obtained in 750 patients with cleft 
lip-cleft palate operated on during the last decade at the Indiana 
University Medical Center. Good surgical correction of the 
deformity is the chief factor in the rehabilitation of these 
patients. No single operation is adequate for all cases. The 
procedures that have given the best result for the various types 
of deformity are outlined. Much of the cleft lip—cleft palate 
surgery in the past has resulted in bad residual defects. Some 
of the surgery has resulted in the destruction of valuable tissue 
with excessive scarring and growth disturbance in the upper 
jaw and teeth. The cleft lip-cleft palate surgery of the present 
day is not producing serious growth disturbance in the maxilla. 
Orthodontia is a valuable adjunct in the rehabilitation of the 
cleft lip-cleft palate patient, but there are definite limitations 
in this field that must be recognized. Many of these patients 
have teeth so defective that orthodontia is futile. Fortunately 
these defects can be corrected by dental prosthesis. Speech 
therapy is an important factor in rehabilitation of the cleft 
palate patient. In the majority of cases, a good surgical repair 
at 18 months to 2 years of age gives good speech without spe- 
cialized speech training, but the patient with a marked hypo- 
plastic palate usually does not get good speech without the help 
of a speech therapist. Hearing defects have been a frequent 
cause of bad speech in cleft palate patients in the past. They are 
usually associated with repeated infections of the middle ear. 
It is not necessarily an integral part of the deformity. Early 
closure of the cleft palate with careful dissections and the aid 
of antibiotics reduces the incidence of this complication. 


Reactivation of Rheumatic Fever Following Mitral Commis- 
surotomy. E. H. Fell and R. T. Helman. A. M. A. Arch. Surg. 
71:512-517 (Oct.) 1955 [Chicago]. 


The authors review clinical and laboratory observations that 
might suggest reactivation of rheumatic fever in 100 consecutive 
patients who received surgical treatment for mitral stenosis. 
Attempts were made to free the patient from active rheumatic 
fever and other infections before surgery was undertaken. 
While blood studies proved important and helpful, they were 
not absolutely reliable. The sedimentation rate and antistrepto- 
lysin titer were normal in some patients, in whom microscopic 
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studies on the auricular appendage revealed marked rheumatic 
activity. The patient should be well compensated and the cir- 
culating blood cells should be normal in number and quality 
before surgery is undertaken. A portion of the left auricular 
appendage is generally removed during mitral commissurotomy 
to allow the entrance of the operating finger. Histopathological 
studies were made on these appendages and permitted classifi- 
cation into the inactive, or the group showing no evidence of 
rheumatic heart disease, and the active group that showed rheu- 
matic carditis. Forty-six or 52% of 88 auricular appendages 
showed rheumatic activity in the endocardium and myocardium 
on microscopic study. While histological evidence of rheumatic 
heart disease was most common in the younger age group (73% 
of those less than 30 years of age), it did occur at all ages. The 
four patients with reactivation of the rheumatic fever after mitral 
commissurotomy whose histories are presented were less than 
25 years old. In one of these four patients, a 12-year-old girl, 
a mitral commissurotomy was done as a lifesaving procedure 
in the presence of what was believed to be active rheumatic 
fever. Microscopic study confirmed the clinical diagnosis of 
active rheumatic heart disease. Surgery confirmed the severity 
of the mitral stenosis and relieved the obstruction. The child is 
now receiving treatment for rheumatic fever and is progressing 
satisfactorily. All four patients who showed signs of reactivation 
have benefited from mitral commissurotomy. Since it is impos- 
sible to predict which patient will experience a reactivation, the 
authors advise prolonged postoperative antibiotic therapy or 
chemotherapy in patients in whom histopathological studies re- 
veal rheumatic heart disease. 


Prognostic Significance of Embolism with Regard to Commis- 
surotomy for Mitral Stenosis. A. Actis-Dato and F. Morino. 
Minerva med. 46:255-263 (Aug. 4) 1955 (In Italian) [Turin, 
Italy]. 


A review of the history of 500 patients with mitral stenosis 
on whom Prof. A. M. Dogliotti performed a mitral commis- 
surotomy revealed that 52 (10.4%) had had an embolism before 
the operation. An embolism occurred during or after the 
operation in 6 (11.5%) of these 52 as compared with its occur- 
rence in 13 (3%) of the patients whose history did not reveal 
a previous embolism. Thus the risk of the occurrence of a post- 
operative embolism was three to four times greater for patients 
who had than for those who had not previously suffered an 
embolism. More than half the patients (three out of five) in 
whom an embolism occurred during the operation had previously 
had an embolism, whereas only one-fifth of the patients in 
whom an embolism occurred postoperatively had had a previous 
embolism. This different rate of embolic complications may have 
been due to the fact that the embolizing material present in 
the atrium or the valves before the operation and removed 
during its performance plays a great part in the causation of 
preoperative and intraoperative embolism, whereas a_ post- 
operative embolism is caused by new thrombotic material that 
is formed in the atrium or on the valves in the immediate post- 
operative course. Three (5.7%) of the 52 patients died as the 
result of intraoperative or postoperative embolism. In none of 
the 49 patients who survived did embolism recur months or 
even years after the operation. Only 3 (0.67%) of the other 
448 patients died from the same cause. The authors conclude 
that a history of embolism in patients with mitral stenosis should 
not constitute, in the absence of other complications, a contra- 
indication to commissurotomy because, although the operative 
risk is greater for such patients, it is not so great as to contra- 
indicate the intervention. On the contrary, by improving the 
hemodynamic and cardiovascular conditions, the commissurot- 
omy may not only offer the patient a better chance for survival 
but it may also prevent the occurrence of a new embolism. 


Megaesophagus: Surgical Therapy. D. B. Effler and J. W. 
Rogers. A. M. A. Arch. Surg. 71:551-559 (Oct.) 1955 [Chicago]. 


Although the terms cardiospasm, achalasia, and mega- 
esophagus are used interchangeably, megaesophagus is distinct 
from functional cardiospasm in that it is an organic disease that 
is associated with structural change. It is characterized by tonic 
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contraction of the circular muscle of the terminal esophagus 
and proximal dilatation of part or all of the organ. The patient 
with megaesophagus gives a history of dysphagia and food re- 
tention. He may regurgitate undigested food from meals taken 
a day or two before. Total obstruction may occur when a bolus 
of meat or fibrous membrane (skin of a prune or apple) acts 
as a plug in the narrowed terminal outlet. These patients do 
not have peptic esophagitis or other forms of indigestion. The 
weight loss is directly proportional to the mechanical obstruc- 
tion. Pulmonary symptoms are not uncommon, brought on 
either by aspiration or by the dilated esophagus, which reduces 
pulmonary function by compression. Radiographic studies show 
dilatation and impairment or absence of normal esophageal 
peristalsis. Attempts to relieve the tonic contraction of the car- 
diac sphincter and megaesophagus by sympathomimetic drugs, 
sedatives, antispasmodics, or procaine derivatives have been 
singularly unsuccessful. Direct surgical intervention is the treat- 
ment of choice for all patients who have true megaesophagus. 
The authors regard Wangensteen’s operation, in which the ter- 
minal esophagus as well as the upper stomach is resected, as 
too radical. In the first 12 of the 32 patients in whom they 
resorted to surgical treatment for megaesophagus, they employed 
the Heineke-Mikulicz principle of esophagocardioplasty. How- 
ever, all but three of these patients required a secondary opera- 
tion to relieve the symptoms suggesting reflux esophagogastritis. 
Since 1952 the authors have employed transthoracic linear 
myotomy. The 20 patients operated on by this method obtained 
complete relief of dysphagia and food retention. 


Unusual Manifestations of Parathyroid Adenoma. C. M. Lee 
Jr., W. T. McElhinney and E. A. Gall. A. M. A. Arch. Surg. 
71:475-485 (Oct.) 1955 [Chicago]. 


Of a series of 11 cases of parathyroid adenoma, 4 were suffi- 
ciently unusual to merit comment. One of these occurred in a 
7-year-old boy in whom blindness was a concurrent and ap- 
parently related complication. Another case was complicated by 
the development of a fatal fibrosarcoma in what is believed to 
have been originally an area of osteitis fibrosa cystica of hyper- 
parathyroidism. In a third case, true neoplastic parathyroid 
adenoma occurred in association with secondary parathyroid 
hyperplasia, the latter the result of nephrocalcinosis. The fourth 
case was One of parathyroid poisoning—the so-called “hyper- 
hyperparathyroidism” of Albright. The remaining cases followed 
conventional patterns. The authors cite evidence to the effect 
that parathyroid adenoma is frequently not recognized until the 
opportunity for cure has been lost. Only one of the 11 cases of 
parathyroid adenoma was discovered in connection with urinary 
calculus, although four of these patients had such calculi. 
Furthermore, the formidableness of parathyroid surgery has 
apparently so impressed some physicians that some patients may 
not receive proper treatment. One case is cited to prove this. 
Parathyroid surgery is a skill that should be within the reach of 
all who need it. The surgeon who undertakes parathyroid sur- 
gery should have adequate general training and should con- 
scientiously prepare himself by careful study and, if possible, 
by cadaver dissection, before attacking his first parathyroid 
adenoma; but he should not deny a patient his chance of cure 
because the patient is unable to go to a distant center. 


Treatment of Bleeding Esophageal Varices After Splenectomy. 
G. A. Hallenbeck and E. Shocket. A. M. A. Arch. Surg. 
71:581-587 (Oct.) 1955 [Chicago]. 


Portal decompression by anastomosis with the caval venous 
system is at present the preferred treatment for bleeding 
esophageal varices in patients with portal hypertension. It may 
or may not be possible in patients after splenectomy or when 
the splenorenal shunt has failed. The problem is one of de- 
termining whether branches of the portal system exist that are 
large enough and in suitable position for anastomosis to the 
vena cava. This cannot be done without exploration and should 
not involve a tedious and hazardous dissection that may be of 
no avail. A plan is presented whereby a brief laparotomy allows 
exploration of the abdomen, examination of the liver, palpation 
of the porta hepatis, measurement of portal pressure, and ob- 
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tainment of a portal venogram. On the basis of these data a 
decision is made either to attempt a portacaval shunt or to 
abandon this approach. The procedure of choice when a shunt 
cannot be done is uncertain at present. The authors resorted to 
transesophageal ligation of varices in nine patients. They use 
Crile’s technique, avoiding incisions into the diaphragm to pre- 
vent interference with the normal “pinchcock” mechanism in 
the hope of preventing development of regurgitating esophagitis. 
The period of postoperative observation is short in all these 
patients. If remissions afforded by Crile’s procedure prove to be 
too few or too brief, the authors are prepared to turn to 
esophagogastric resection, perhaps of the type described by 
Allison and da Silva, in which an esophagojejunostomy is 
established. 


Treatment of Oesophageal Varices in Portal Hypertension by 
Means of Sclerosing Injections. R. Macbeth. Brit. M. J. 2:877- 
880 (Oct. 8) 1955 [London, England]. 


Of 30 patients with esophageal varices who were treated by 
the author with injections of 3 to 4 cc. of 5% sodium morrhuate 
at each venipuncture carried out with the aid of a large 
esophagoscope, 14 had liver damage and 16 were without liver 
damage. By sliding the esophagoscope downwards for about 
a centimeter, the maneuver was repeated four or five times at 
any one session. The treatment usually was repeated every one 
to two weeks until no veins remained uninjected. Further and 
immediate hemorrhages, as a result of venipuncture, could be 
avoided and controlled by the use of hydrostatic bags. Sub- 
sternal pain occurred but was slight. Venous embolism and 
allergy to the injection fluid were not observed. Results of 
injection therapy were disappointing in the patients with severe 
liver damage. It was often possible to control a particular 
hemorrhagic incident and apparently to prolong the patient's 
life, but these patients readily passed into a vicious circle of 
liver damage with jaundice leading to hemorrhage, which in its 
turn seemed to predispose to liver failure. It is, however, always 
worth while to attempt to control even the least hopeful case, 
especially if active bleeding has recently occurred, until the 
diagnosis becomes clear or until the patient goes into liver 
failure. All the patients without demonstrable liver damage re- 
mained alive and well for from 11 years to four months after 
being controlled. Splenectomy makes the veins more readily 
controllable and should be carried out as an adjunct to injection 
therapy. Treatment of esophageal varices by sclerosing injections 
is a safe and satisfactory alternative to major surgery. 


The Role of ACTH, Cortisone and Hydrocortisone in Surgery. 
W. E. Abbott, H. Krieger and S. Levey. Ann. Int. Med. 43:702- 
730 (Oct.) 1955 |Lancaster, Pa.|. 


On the basis of an extensive review of the literature (222 
reports), the authors summarize both the therapeutic benefits 
and the dangers associated with the use of corticotropin, cor- 
tisone, and hydrocortisone in surgical patients. The first and 
largest part of this report is concerned with the use of corti- 
cotropin, cortisone, and hydrocortisone as therapeutic agents 
(1) for the production of remissions and gaining of time for 
preparation of patients undergoing surgery, for instance in 
ulcerative colitis and hemolytic anemia; (2) for the treatment 
of surgical disorders and complications such as pancreatitis, 
tetanus, thrombophlebitis, thyroid crisis; (3) for patients with 
adrenal insufficiency or inability to respond normally to stress 
because of prior therapy with corticotropin or adrenal steroids 
(patients with adrenal cortical hypofunction [Addison’s disease}, 
those who have been subjected to adrenalectomy, patients with 
Waterhouse-Friderichsen syndrome, and those who had sup- 
pression of the pituitary or the adrenals due to previous endo- 
crine therapy): (4) for study of endocrine therapy in shock and 
peritonitis, and (5) for partial or total adrenalectomy. The 
second part of this review takes up the factors governing the 
metabolic response of the patient to stress and the third part, 
the contraindications and dangers involved in the treatment with 
corticotropin and the adrenocortical hormones. In patients who 
have acute or chronic insufficiency as the result of disease or 
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- surgical extirpation of the adrenal glands, the use of cortisone 


or hydrocortisone is mandatory. In other patients these hor- 
mones may be of value in avoiding operation, improving the 
preoperative status, or relieving some of the postoperative com- 
plications. It should be remembered that, when these hormones 
are given to surgical patients, they can produce a wide variety 
of responses, many undesirable. It is also apparent that more 
studies are needed before these compounds can be used for 
some of the conditions for which they have been advocated. 


Surgical Considerations of Dissecting Aneurysm of the Aorta. 
M. FE. De Bakey, D. A. Cooley and O. Creech Jr. Ann. Surg. 
142:586-612 (Oct.) 1955 [Philadelphia]. 


Reports on dissecting aneurysms of the aorta show that this 
disease is associated with grave disturbances and a rapidly fatal 
course in from 75 to 90% of the patients. Its causation has not 
been determined precisely, but studies of the pathogenesis and 
pathology suggest that the underlying predominant lesion is 
degeneration of the elements of the media. The dissection 
commonly begins as a transverse tear in the intima and media 
a few centimeters above the aortic valves or in the descending 
thoracic aorta near the origin of the left subclavian artery. Once 
this occurs, separation of the intramural layers of the aorta by 
the forceful stream of blood produces dissection, usually at the 
junction of the middle and outer thirds of the media, and 
progresses distally, involving all or a portion of the circumfer- 
ence of the aorta. While the extent and course of dissection vary, 
in general three patterns of the disease may be recognized. In 
the most acute and severe form there is rapid dissection and 
terminal perforation through the adventitia, with death in a few 
hours or days. In the subacute type the process may begin 
abruptly but then progress gradually over a period of days or 
weeks with terminal rupture and death. In the chronic form, 
reentry of the dissected passage into the lumen of the aorta 
usually takes place thus forming a double-barreled aorta. In- 
creasing awareness of the problem and recognition of the 
characteristic clinical manifestations (acute arterial insufficiency 
of the lower extremities) should lead to more frequent early 
diagnosis. Roentgenologic studies are particularly valuable in 
supporting the diagnosis, and it often can be confirmed by angi- 
ography, which characteristically reveals a double shadow 
representing the true and false aortic lumens. Treatment has been 
almost entirely symptomatic and unsatisfactory, and the few 
previous attempts to attack the problem surgically have all 
failed. The rationale of the surgical procedures employed by the 
authors in five men between the ages of 43 and 72 years and 
in one 40-year-old woman with dissecting aneurysm of the 
aorta is based on nature’s method of healing in which spontane- 
ous reentry of the dissected passage at some distal point in the 
aorta permits restoration of peripheral circulation and removes 
the increasing tension on the outer wall, thus preventing its 
rupture. This may be achieved by one of several surgical ap- 
proaches utilizing essentially similar underlying principles. In 
cases in which the dissection begins on the ascending or de- 
scending part of the aortic arch, the creation of a reentry passage 
into the aortic lumen above, with obliteration of the false pas- 
sage below, is achieved by cross clamping the descending 
thoracic aorta, dividing it completely between clamps, obliterat- 
ing the false passage below by approximating the outer and inner 
layers, excising a small segment from the inner intimal and 
medial layer above to produce reentry of the outer lumen, and 
then completing the procedure by end-to-end anastomosis. In 
other cases in which the lesion is fairly well localized or arises 
at or below the level of the left subclavian artery, this procedure 
may be combined with excision of the segment involved in the 
origin of the dissection and completed with end-to-end anasto- 
mosis Or insertion of an aortic homograft. In four of the six 
patients recovery was uneventful and results were gratifying. 
The two other patients died; in one, death occurred on the eighth 
postoperative day from rupture of the outer wall of the dissect- 
ing aneurysm, presumably resulting from inability to control 
hypertension. The other death was caused by the consequences 
of ventricular fibrillation precipitated by tension pneumothorax 
and hypothermia. 
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‘Arterial Homografts: A Comparison of the Results with End- 
to-End and End-to-Side Vascular Anastomoses. R. R. Linton 
and C. V. Menendez. Ann. Surg. 142:568-585 (Oct.) 1955 
|Philadelphia}. 


An analysis of the results obtained by the authors with 20 
arterial homografts, preserved by the frozen irradiated tech- 
nique and implanted by the end-to-end method of anastomosis 
to restore the continuity of the femoral arteries in 16 patients 
with segmental occlusion of these blood vessels secondary to 
atherosclerosis, revealed a disappointingly low number of suc- 
cesses, since 12, or 60%, had failed within six months, and 
only 8, or 40%, were still functioning after periods of 8 to 20 
months. The mean age of the patients in whom the grafts re- 
mained open was 63 years, while 58 years was the average age 
of the patients in whom the grafts failed. The length of the 
grafts varied from 15 to 60 cm. with a mean of 39 cm. for the 
open grafts as compared to 30 cm. for the failures. The older 
patients and the longer grafts seemed to have done better. The 
results obtained with the Cockett modification of the Kunlin 
method of the end-to-side type of anastomosis in a comparable 
group of 16 arterial homografts, preserved by the same method 
and implanted as bypass grafts in 15 patients with similar but 
more extensive lesions of the femoral arteries, showed a definite 
improvement, since none of the grafts became occluded and the 
only failures occurred secondary to sepsis in two patients. A 
longer foliow-up of the patients with end-to-side type of anasto- 
mosis is necessary to obtain a true evaluation of this method 
of arterial anastomosis; the 13 (81%) of the 16 grafts that 
are still functioning have been followed only for from one to 
eight months. The mean age of the patients in whom the grafts 
remained open was 60 years, while 57 years was the average 
age of the patients in whom the grafts failed. The length of the 
grafts varied from 23 to 60 cm., with a mean of 41 cm. for the 
open grafts as compared to 55 cm. for the failures. It should 
be noted that the lesions in most of the patients in whom the 
end-to-side anastomosis technique was used were much more 
extensive than in the group with end-to-end method, so that 
in most of the former it would have been impossible to implant 
the homografts by the latter method. The end-to-side method of 
arterial anastomosis proved of great value in anastomosing the 
limbs of aortic bifurcation grafts to the iliac, femoral, or 
popliteal arteries. The incidence of immediate thrombosis of 
these anastomoses, as compared to the ones constructed by the 
end-to-end method, was reduced from 21 to 3%. It is recom- 
mended that the end-to-end method of anastomosing an arterial 
homograft, preserved by the frozen irradiated technique, to 
arteries such as the external iliac, femoral, and popliteal arteries, 
be abandoned in favor of the end-to-side method described 
and that the end-to-end method be reserved for large arterial 
anastomoses such as for the aorta and common iliac arteries. 


The Use of Plastic Fabrics as Arterial Prostheses. E. J. Poth, 
J. K. Johnson and J. H. Childers. Ann. Surg. 142:624-632 
(Oct.) 1955 {Philadelphia}. 


Experiments in animals and limited trials in human beings 
showed that arterial prostheses made from inert synthetic fabrics 
have definite advantages over arterial homografts in the repair 
of major arterial defects. The materials are readily available 
and inexpensive. The implants can be tailored to fit the vessels 
of the host. Nylon is the best of the materials studied. Nylon 
prostheses with multiple thickness walls are as well tolerated as 
a single thickness of fabric and assure a greater factor of long- 
term safety. The prosthesis used consists of an “inner liner” or 
inner tube, and an external “wrap around.” The inner liner is 
tailored accurately to fit the dimensions of the host’s artery. 
The outer, reinforcing wrap around is applied after the inner 
liner has been sutured in place, the circulation reestablished, and 
the conduit demonstrated to have no leaks. The nylon fabrics 
are carefully “boiled off” in clear water and detergent solutions 
and then rinsed repeatedly in distilled water before being 
fashioned into the prosthesis. Since these prostheses can be made 
aseptically while the segment of vessel to be replaced is being 
excised, there is neither loss of time nor the need to have any 
materials available other than the fabrics to be utilized. Multiple 
layered prostheses have been implanted to replace peripheral and 
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abdominal arteries, including both the bifurcation of the aorta 
and iliac arteries in their entirety. The immediate results are 
generally satisfactory but determination of ultimate value must 
depend on long-term clinical observation. Further clinical trial 
is justified. 


NEUROLOGY & PSYCHIATRY 


Immunity to Poliomyelitis: An Investigation Among School 
Children at Como in Western Australia. D. J. R. Snow, G. R. A. 
Raad, J. F. Woolcott and others. M. J. Australia 2:485-488 
(Sept. 24) 1955 |Sydney, Australia]. 


After many years of sporadic disease, an epidemic of polio- 
myelitis occurred in Perth during 1948. The attack rate was 
approximately 60 per 100,000 of the population, and the total 
number of notifications recorded was 311. Half the patients 
were aged under 10 years. The vast majority of all the cases 
notified were paralytic, the case fatality was 8%, and the pro- 
portion of survivors with residual paralysis was about 40%. 
The disease prevailed in endemic form during the next five 
years, with an annual attack rate of 11 or 12 per 100,000, and 
a second epidemic developed in February, 1954. The attack 
rate was about 70 per 100,000 of the population, 436 notifica- 
tions being registered. About 36% of all patients were less than 
10 years old. Paralysis developed in only 45% of the patients. 
The case fatality was 1%, and survivors with residual paralysis 
constituted about 20%. Fecal specimens from 10 of the earliest 
cases were found to contain poliomyelitis virus with the charac- 
teristics of the type | or Brunhilde strain. This epidemic was 
unique in that, while it was in progress, large crowds assembled 
on six successive days to witness various functions connected 
with the Royal visit and that, despite these increased oppor- 
tunities for infection, increased incidence of disease did not 
occur. Serologic tests for immunity were undertaken at peri- 
odical intervals throughout the epidemic on the children of one 
school to find out what change, if any, took place in the relative 
proportion of immune subjects. During the course of the epi- 
demic, 46% of children at the school had high antibody levels to 
type | virus, but two subsequent examinations carried out during 
the ensuing five months revealed little change in this proportion. 
These findings were unexpected. Where a progressive increase 
in the proportion of immune subjects was anticipated, no such 
increase was found. There are several arguments against the 
suggestion that the investigation was commenced too late and 
that the majority of those exposed became infected before the 
first blood test. The investigation began within a week of the 
detection of clinical poliomyelitis in the school. The epidemic 
itself had been in progress for less than five weeks. Poliomyelitis 
virus was present in the school sewage when the investigation 
was undertaken. The serums of over half of all children tested 
gave negative findings, that is, virus was present in the environ- 
ment of many susceptible children without serologic indications 
of progressive infections. It is possible also that the transference 
of infection was interrupted by the intense hand-hygiene cam- 
paign and other control measures that were instituted during 
the epidemic. While this may have played an important part in 
reducing the number of infections, it seems unlikely that it was 
the entire explanation. It is possible that the laboratory tech- 
niques used had limitations and failed to disclose immunizing 
infections of minor degree. 


Towards Safer Angiography. C. B. Sedzimir. J. Neurosurg. 
12:460-467 (Sept.) 1955 [Springfield, IIL}. 


The 273 carotid angiograms reviewed were performed on 169 
patients by the percutaneous method under general anesthesia. 
Arteriodone, a 42.5% watery solution of diethanolamine salt 
of diodone, was used in all cases. There were no deaths and 
no complications in this series. This record is compared with 
literature reports on 3,128 angiograms performed since 1950, 
in which there were 22 deaths (0.7%), 23 patients (0.7%) with 
permanent complications, and 58 patients (1.9%) with transient 
complications. Only one other series in this group, 150 angi- 
ograms performed by Ver Brugghen, was free from complica- 
tions. In the author’s Opinion the most important factors 
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making for the safety of the technique are (1) the employment 
of general anesthesia, (2) the small amount of fluid injected at 
a very slow rate between the lateral and axial exposures, and 
(3) the withdrawal of the needle from the artery for the 10 
minutes during which the plates are developed and inspected. It 
seems highly significant that both Ver Brugghen’s and the pres- 
ent series were performed on anesthetized patients and that they 
were the only two free from all complications. The use of anes- 
thesia was the most outstanding single factor in the technique 
by which these two series differed from all the others reviewed. 


Early Diagnosis of Phenylpyruvic Oligophrenia. W. Frisch- 
knecht. Schweiz. med. Wchnschr. 85:969-970 (Oct. 1) 1955 (In 
German) |Basel, Switzerland]. 


A form of oligophrenia in which the urine contains phenyl 
pyroracemic acid was first described in 1934. This urine assumes 
an olive green color when a few drops of a 5% solution of 
ferric chloride is added. This reaction of the urine, which per- 
sists for a few minutes, is pathognomonic for phenylketonuria, 
and so far has never been observed in persons of normal intelli- 
gence. About 90% are either idiots or imbeciles, and the remain- 
ing 10% are of slightly higher intelligence but still defective. 
While nothing definite is known about the incidence of this form 
of oligophrenia in Switzerland, the author says that 200 cases 
were found among 20,000 institutionalized mental defectives in 
the United States. Recently it has been established simultane- 
ously by several investigators that the biochemical anomaly of 
this form of oligophrenia can be corrected by a diet with a low 
phenylalanine content. This diet has a favorable effect on the 
mental development, epileptiform convulsions cease, the electro- 
encephalogram becomes normalized, and the extrapyramidal 
disturbances show improvement. This suggests a pathogenetic 
connection between the cerebral disturbances and the biochemi- 
cal anomaly. Infants with congenital phenylketonuria may show 
normal development for the first six or seven months. During 
this period only the ferric chloride test of the urine will reveal 
the diagnosis. The peculiar odor of the skin, which suggests the 
odor of mice, will appear suspicious only to those who have had 
experience with this defect, particularly if the child is light 
blond, has a pasty appearance, and shows a predisposition to 
dermatitis. In infants over 6 months of age, signs of mental re- 
tardation will become evident. Growth of the cranial portion of 
the skull is retarded in comparison with the growth of the facial 
part (microcephalism combined with cherubic face). Choreo- 
athetoid and myoclonic forms of hyperkinesia may appear, and 
epileptiform convulsions and rigidity are frequent. The author 
presents observations on two children with this form of oligo- 
phrenia. Both children had a pasty appearance and were men- 
tally retarded. Photographs show the cherubic expression, and 
in both the ferric chloride test of the urine was strongly posi- 
tive. In one of the children hypothyroidism had been suspected 
at first. No satisfactory infant diet with a low phenylalanine 
content is as yet available in Switzerland, but the author tried 
a diet with a low protein content, in which milk was restricted 
and meat and cheese completely eliminated. This diet was tried 
in one of the two children and apparently produced some 
improvement. 


Stilbamidine Isethionate Therapy of Tic Douloureux. B. Wood- 
hall and G. L. Odom. J. Neurosurg. 12:495-500 (Sept.) 1955 
{Springfield, 


The use of stilbamidine in tic douloureux was begun on the 
basis of the observation that in patients treated with therapeutic 
doses of stilbamidine varying degrees of hypesthesia and hyp- 
algesia develop over the face and over the upper cervical sen- 
sory dermatomes from two to five months after the termination 
of therapy. When administered properly, stilbamidine is not 
otherwise toxic, but solutions of the drug become markedly 
toxic and progressively lose their therapeutic potency upon ex- 
posure to ultraviolet radiation. When such unstable solutions 
are used, irreversible hepatic and renal injury may occur. The 
present series of 41 patients were selected from a total of 71] 
patients treated in the Duke Hospital over the years 1953 and 
1954 for the pain of classical tic douloureux. The period of 
post-therapy observation has ranged therefore from two years 
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to nine months. Stilbamidine isethionate, 0.15 gm., was freshly 
dissolved in 150 cc. of 5% glucose and distilled water and given 
intravenously over a period of one hour. Transient shock-like 
reactions associated with a more rapid administration of this 
drug have been reported but were not observed in this group. 
The course of therapy consisted of 10 daily injections for a total 
dosage of 1.5 gm. of the drug. The pain of tic douloureux was 
controlled in 36 of the 41 patients. In a small percentage of 
cases, unpredictable formication and paresthesias occur over the 
face, which tend to decrease the potential value of this thera- 
peutic agent. The deferred action of the drug in patients with 
severe and unrelenting tic pain is a severe trial to both patient 
and physician and may necessitate provisional methods of con- 
trol before the onset of the chemical neuropathy. Although this 
drug in its intravenous form may not be the definitive medical 
therapy for tic douloureux, it represents a very valuable adjunct 
to the care of this often complex pain syndrome. 


PEDIATRICS 


Action of ACTH on Immunization and on Protein Picture of 
Children Vaccinated with Diphtheritic Anatoxin. E. Bottone, 
L. Poli and G. Fascione. Arch. ital. pediat. e puericolt. 17:263- 
297 (No. 4) 1955 (In Italian) |[Bologna, Italy]. 


The authors report the results of studies on normal children 
vaccinated with diphtheritic anatoxin in whom they studied the 
action of corticotropin (ACTH) on the process of immuniza- 
tion. Ten children were given, commencing on the day of the 
vaccination, 30 mg. of the hormone for 10 days and 15 mg. for 
another 10 days. Nine children served as controls and received 
injections of isotonic sodium chloride solution in daily doses 
that were equal to those of corticotropin. Blood samples were 
collected from all the children before and 10, 20, and 30 days 
after the vaccination. Comparison of the average increase of 
the serum antitoxin titer in the two groups of children did not 
reveal significant changes in the first 20 days, but after 30 days 
the increase was more marked in the children who had received 
the hormone. The antitoxin titer increase was marked (100 times 
greater than the initial value) in 60% of them, moderate (50 
times greater) in 30%, and slight in 10%. The respective figures 
for the controls were 40%, 20%, and 40%. These results, un- 
like those of other workers, indicate that corticotropin does not 
inhibit the immunization process. Electrophoretic studies showed 
a constant and progressive decrease in the totgl protein level of 
children who received the hormone, whereas in the controls 
the most marked fall occurred on the 10th day after the vac- 
cination. In both groups the changes in the total protein level 
were correlated with the variations in the albumin and globulin 
level. The decrease in the albumins was less marked in the chil- 
dren who had received the hormone, in whom the globulins had 
increased slightly by the 10th day, returned to the initial values 
by the 20th, and decreased slightly by the 30th. In the controls 
the globulins had increased by the 20th day and decreased below 
the initial values by the 30th day. No parallelism was found in 
the two groups of children between the gamma globulin and ihe 
antitoxin levels. 


Immobilization of Extension Supracondylar Fractures of the 
Elbow in Children. D. G. Wright. Glasgow M. J. 36:294-297 
(Sept.) 1955 |Glasgow, Scotland]. 


When supported by a collar-and-cuff sling, the reduced supra- 
condylar fracture is subjected to deforming forces that may 
result in redisplacement. First, since the plane of the shoulder 
joint lies at an angle of 60 degrees to the coronal plane of the 
body, approximation of the flexed arm to the front of the thorax 
results in internal rotation of the distal fragment. Second, the 
inward pressure of garments upon the proximal fragment, in 
association with the counter-pressure of the thoracic wall upon 
the medial epicondyle, predisposes to displacement laterally, par- 
ticularly if the fracture line slopes upwards and laterally. Finally, 
to take postreduction films, the radiographer must undo the 
collar-and-cuff and subject the limb to movements liable to cause 
redisplacement of an unstable fracture. To reduce the risk of 
redisplacement, the author cuts a cross into the center of a 
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rectangular piece of Gamgee. The patient’s head is passed 
through the cross, and the fore and aft flaps of Gamgee are 
bandaged lightly to the chest wall to form a protective waist- 
coat. A long calico bandage is centered across the shoulder of 
the unaffected side, and the two ends are carried across the 
patient’s back to cross one another. The fracture is then re- 
duced by the standard Robert Jones technique and a posterior 
plaster slab applied. The patient is then rolled onto the un- 
affected side and the limb immobilized in the desired position 
by means of the calico bandage, which is taken across the chest, 
looped through the bandage on the sound shoulder, and tied in 
a convenient position on the front of the chest. The patient is 
dismissed from the hospital within a few days, with clothing 
worn over the affected limb draped loosely. No redisplacement 
resulted in more than 50 patients in whom the author employed 
this method of immobilization. 


UROLOGY 


Studies in Urolithiasis: IV. Urinary Glucuronosides and Cal- 
cium Phosphate. E. L. Prien and B. S. Walker. J. Urol. 74:440- 
446 (Oct.) 1955 [Baltimore]. 


For the last 20 months acetylsalicylic acid has been given 
orally in tablets of 2 gm. daily in three divided doses to 19 
ambulatory patients with histories of recurrent calcium-contain- 
ing calculi. The drug was given in addition to the usual dietary 
measures. Comparison of plain urograms of the kidneys, ureters, 
and bladder, excretory urograms, or both, obtained after a year 
or more of treatment, with those obtained before treatment 
with acetylsalicylic acid was started revealed that no growth 
or new formation of calculi occurred over a period of 12 to 18 
months in 17 of the 19 patients. A major objective in the treat- 
ment of these patients was the prevention of supersaturation 
of the urine with stone-forming substances. Evidence from bio- 
chemical literature indicates that the solubility of calcium phos- 
phate in the urine is increased by the presence of higher 
concentrations than normal of urinary glucuronosides. This was 
the principle of the authors’ new therapeutic approach to the 
problem of recurrent calcium-containing stones. The output of 
total glucuronic acid ranged from 0.2 to 0.9 gm. per 24 hours 
in the patients who had not started aspirin therapy. While the 
patients were receiving aspirin, the outputs ranged from 0.6 to 
2.2 gm. per 24 hours. It was almost always possible to double 
the output and frequently to triple and quadruple it. In one 
of the patients, there was a slight increase in size of his small 
renal calculi after 18 months of treatment; it seems reason- 
able to conclude that he was a poor glucuronoside producer 
or that there was excessive destruction of glucuronosides by 
bacterial action. The one remaining patient was a complete 
therapeutic failure, although his glucuronoside production was 
excellent. This patient differed from the other 18 in the com- 
position of his calculi. The other patients had produced stones 
composed chiefly of the usual type of calcium phosphate, 
or apatite stone. The patient in whom the therapy failed had 
calculi composed of acid calcium phosphate; this compound 
occurs in less than 2% of human renal calculi. There have been 
relatively few undesirable side-effects of aspirin therapy in the 
authors’ patients. Of the numerous substances that augment the 
output of glucuronosides in the urine, derivatives of salicylic 
acid such as acetylsalicylic acid and salicylamide appear to be 
highly effective and relatively nontoxic. 


Prostatic Carcinoma: Treatment of Advanced Cases with Intra- 
venous Diethylstilbestrol Diphosphate. R. H. Flocks, H. Mar- 
berger, B. J. Begley and L. J. Prendergast. J. Urol. 74:549-551 
(Oct.) 1955 |Baltimore}. 


Diethylstilbestrol diphosphate was given to 66 patients with 
carcinoma of the prostate. Thirty-four of these, with advanced 
disease, had failed to respond or had become refractory to the 
usual estrogens. Twelve patients with advanced carcinoma of 
the prostate had had no previous hormone therapy. In the re- 
maining 20 patients with less advanced disease, diethylstilbestrol 
diphosphate was used as an adjunct to other therapy. The drug 
was administered in doses ranging from 250 mg. to 1,250 mg., 
the average dose being 500 mg., given in an intravenous in- 
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fusion of isotonic sodium chloride solution or dextrose 5% in 
water, the total volume of which ranged from 200 to 500 cc. 
The average rate of administration was 300 cc. per hour, and 
generally one or two infusions were given daily. A course of 
therapy ranged from the common of 5 days to the exceptional 
of 20 days, depending on the rapidity of the clinical response. 
Repeated courses were given usually at monthly intervals. The 
number of treatment courses varied from | to 11. Thirty-eight 
patients had only a single course. The highest total dose ad- 
ministered was 31,500 mg. Of the 46 patients with advanced 
disease, 7 improved as evidenced on palpation of the prostate 
by softening or decrease in size of the gland, 38 were unchanged, 
and one became worse. Only one patient showed demonstrable 
evidence of improvement of evident pulmonary parenchymal 
metastases, and 12 showed progression of bony metastases de- 
spite therapy. Of 31 patients with elevated serum acid phos- 
phatase levels, these levels returned temporarily to normal in 
20, while further elevation was observed in 4 at the completion 
of treatment. The untoward effects were limited to irritability 
of the gastrointestinal tract and were observed in 17 patients. 
These untoward effects could largely be prevented or reduced 
by very slow initial infusion of the drug. The results obtained 
showed that the drug was relatively nontoxic and that very high. 
blood levels could be obtained. It was also shown that either 
the elevated blood level or possibly additional concentration 
within the area of the prostate had an effect over and above 
ordinary estrogen thérapy. While diethylstilbestrol diphosphate 
given intravenously is well tolerated and benefits an appreciable 
percentage of patients with advanced carcinoma of the prostate, 
even after other estrogens have failed, further studies with re- 
gard to its mode of action, duration of effect, and optimum 
dosage are indicated. 


THERAPEUTICS 


Therapy of Ascariasis with Piperazine. H. W. Brown. Am. J. 
Trop. Med. 4:947-952 (Sept.) 1955 |Baltimore}. 


Piperazine (diethylenediamine) has been shown to be remark- 
ably effective in the treatment of Ascaris lumbricoides infec- 
tions. Three groups of children so infected were treated accord- 
ing to different dosage schedules for one, two, or five days to 
see whether treatment with a larger dose for one or two days 
would be as effective as treatment with smaller doses for longer 
periods. A single-dose treatment would obviously be advan- 
tageous for public health mass treatment campaigns or for use 
in hospital outpatient clinics. Adults have been given from 2.0 
to 3.5 gm. of piperazine hexahydrate daily for 14 days without 
ill-effects; consequently, a maximum dose of 3.5 gm. for | or 2 
days was considered safe for use in these trials. Proof that treat- 
ment for two consecutive days was much more effective than 
treatment for one could be followed by a program in which a 
physician would administer the first dose and give the patient an 
additional safe amount to be taken at home the next day. The 
piperazine citrate used in this study was supplied as a flavored 
syrup, each cubic centimeter of which contained 100 mg. equiva- 
lent of piperazine hexahydrate. Each dose was followed by an 
equal amount of water poured first into the graduate used in 
measuring the dose and then into the paper cup from which it 
was taken, so that none of the syrup was left. The one-day and 
two-day treatments were given from one and one-half to three 
hours after breakfast. Divided doses, one in the morning and 
one in the afternoon, were used in the five-day treatment. No 
special diet was suggested, pretreatment fasting was not re- 
quired, and no purgatives were used. The pleasant-tasting syrup 
was readily accepted; only one patient complained of side-effects 
consisting of nausea and abdominal cramps; and no child inter- 
rupted his course of therapy, although many of them walked 
considerable distances to and from school. The doses given 
varied according to the patient’s weight, ranging from 2 to 3.5 
em. daily for the one-day and two-day treatments and from 
0.5 to 2.0 gm. daily for the five-day treatment. The cure rates 
in the various groups were: One-day treatment, 74%; two-day 
treatment, 94%; and five-day treatment, 91%. The one-day 
treatment thus proved less effective than either the two-day or 
the five-day treatment. The two-day and five-day treatments were 
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almost equally effective; however, the two-day treatment not 
only is shorter but also takes about 50% less of the drug. 


Triethylene Melamine in Hodgkin’s Disease (Malignant Lympho- 
granulomatosis). H. Hgst and G. Qvigstad. Nord. med. 54: 
1383-1385 (Sept. 8) 1955 (In Norwegian) aitaatosti Sweden]. 


Five patients with Hodgkin’s disease (lym I tosis) 
were treated with triethylene melamine (TEM) in Vestfold 
Hospital. There was no effect in the two previously untreated 
patients, one with localized form of Hodgkin’s disease and good 
general condition and-one with an extensive glandular swelling 
and slightly impaired general condition; both later reacted well 
to roentgen treatment. The three patients with generalized forms 
of the disease received continuous treatment for from 8 to 17 
months, with clinical remissions for from 6 to 15 months. In 
two of the cases no hematological changes were demonstrable 
before the terminal stage; in one case an intractable aplastic 
anemia developed after a total dose of 85 mg. of TEM, in the 
other case leukopenia and thrombocytopenia were demonstrated 
shorily before death after a total dose of 420 mg. of TEM. 
The hematological changes are ascribed to roentgen and TEM 
treatment. In the third case the blood values remain satisfactory 
after 15 months’ treatment, during which a total dose of 275 mg. 
has been administered. In advanced generalized or radioresistant 
forms of Hodgkin’s disease attempted treatment with triethylene 
melamine is indicated, with close hematological control. To 
what extent the substance can be given as a maintenance treat- 
ment is still an open question. 


PATHOLOGY 


Cytology of Esophageal Washings: Evaluation of 364 Cases. 
W. D. Johnson, L. G. Koss, G. N. Papanicolaou and J. F. 
Seybolt. Cancer 8:951-957 (Sept.-Oct.) 1955 |Philadelphia]. 


The authors report the results of their studies of one or more 
esophageal washings of 364 patients with malignant and benign 
diseases of the esophagus, the final diagnosis of which was 
established either by pathological examination of tissue or by 
satisfactory radiological and clinical evidence. Of 148 patients 
with malignant tumors primary in the esophagus, cytological 
examination yielded a positive diagnosis of cancer in 103 (69%). 
In 18 patients (12.2%), cytological examination yielded a diag- 
nosis of “suspicious.” In 27 patients (18.2%) a report of 
“negative” smears was made. Thus in 30.4% of cases it was 
not possible to make a definite diagnosis of cancer of the 
esophagus by the cytological method. The failure in most cases 
was caused by the absence or extreme scarcity of tumor cells in 
the submitted specimens. Of 81 patients with malignant tumors 
primary in organs other than the esophagus, mainly in the 
stomach, cytological examination yielded a positive diagnosis 
of cancer in 25, whereas in 44 a report of “negative” or “in- 
sufficient for diagnosis” and in 12 one of “suspicious” was made. 
In 3 of the 135 patients in whom no malignant tumor was 
demonstrated, the cytological diagnosis of a positive smear was 
made, representing 0.8% of the total of 364 patients. In 125 
of the 135 patients, cytological examination yielded a report of 
“negative,” and a report of “suspicious” was made in 7. In 85 
(57.4%) of the 148 patients with malignant tumor primary in 
the esophagus, both cytological examination and biopsy yielded 
a positive diagnosis of cancer; in 32 patients (21.7%) biopsy 
yielded a positive diagnosis of cancer, while cytological exami- 
nation was negative or inconclusive. In 18 patients (12.2%) 
cytological examination yielded a positive diagnosis of cancer, 
while biopsy was either negative or not done. In 13 patients 
(8.8%), biopsy was either negative or not done and cytology 
was negative or inconclusive, so that neither method established 
the diagnosis. The authors believe that cytological examination 
of esophageal washings is useful and dependable. It is not 
suggested that. it can replace biopsy; however, it may prove 
of particular value in cases in which, for various reasons, biopsy 
is not practical. Concomitant use of cytological examination 
and biopsy may spare the patient the suffering and expense of 
a repeat esophagoscopy. Special attention is drawn to the cytol- 
ogy of severe esophagitis of long standing, which is the most 
important source of diagnostic errors. 
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Studies in Rheumatic Fever: I. The Clinical Significance of 
the Aschoff Body Based on Morphologic Observations. C. G. 
Tedeschi, B. M. Wagner and K. C. Pani. A. M. A. Arch. Path. 
60:408-422 (Oct.) 1955 [Chicago]. 


The authors report observations made on 400 biopsy speci- 
mens from left auricular appendages removed in the course of 
surgical intervention on the hearts of patients with a preoperative 
diagnosis of chronic mitral valvular disease of rheumatic origin. 
The pathological findings led to a classification of the cardiac 
biopsy specimens into two main categories, namely, active rheu- 
matic carditis and healed or healing rheumatic carditis. Of the 


400 appendages, the rheumatic process was considered active in 


only 8 (2%), with an exudative type of inflammatory reaction 
in the Aschoff body, in the endocardium, or in the myocardium 
(independently from mural thrombosis); alteration of collagen 
fibers; and presence of “fibrinoid” in the ground substance. 
Damage of myofibers was a concurrent change, and, since these 
unequivocal signs of acute inflammation were in every instance 
accompanied by endocardial and myocardial fibrosis, this com- 
bination of recent and old lesions was interpreted as representing 
a condition of chronic rheumatic carditis with reactivation. In 
the absence of these changes and in the presence of senescent 
Aschoff bodies and of endocardial or myocardial fibrosis, the 
rheumatic carditis was considered in a healed or healing stage; 
of the 392 appendages in this category, 67 (16.8%) showed 
Aschoff bodies. It is indicated that the Aschoff body per se is 
not a reliable exponent of rheumatic activity. In the life cycle 
of rheumatic carditis, the earliest injury is a fibrinoid alteration 
of the ground substance. Exudative inflammatory reaction, 
myofiber necrosis, swelling, and fragmentation of collagen fibers 
are associated features of the early phases of the rheumatic 
process. The transition to the chronic phase is characterized by 
the appearance of senescent changes within the Aschoff body 
and progressive endocardial and myocardial fibrosis. Reactiva- 
tion of the rheumatic process is accompanied by the appearance 
of fresh lesions as shown in the active carditis group by the 
association of old and recent alterations. Except for elevation 
of the erythrocyte sedimentation rate, which correlated with the 
pathological classification, no clinical or laboratory indication of 
preoperative activity was found in any of the patients, including 
the eight who showed unequivocal evidence of acute carditis in 
the biopsy specimen. The postoperative course also failed to 
reveal in any of the patients signs, symptoms, or laboratory data 
suggesting recrudescence of the rheumatic process, and patients 
with microscopically active disease did not show any increase 
in operative mortality or morbidity as compared with patients 
with microscopically inactive disease. It is suggested that the 
discrepancies between the morphological and clinical manifesta- 
tions of rheumatic activity can be caused by the widespread 
therapeutic use of steroid hormones and antibiotics. These agents 
may alter the individual response with little effect on the under- 
lying disease process. In 22 patients who died shortly after the 
surgical intervention, the findings in the biopsy specimens agreed 
with those observed in other portions of the heart. 


Studies in Rheumatic Fever: II. Origin of Cardiac Giant Cells. 
B. M. Wagner and C. G. Tedeschi. A. M. A. Arch. Path. 60: 
423-430 (Oct.) 1955 [Chicago]. 


Two types of cardiac giant cells‘were observed in a micro- 
scopic study of 400 biopsy specimens of left auricular append- 
ages removed in the course of mitral commissurotomy and of 
30 hearts removed on autopsy from the cadavers of patients who 
had died of polyarteritis nodosa, lupus erythematosus dissem- 
inatus, generalized scleroderma, generalized sarcoidosis, giant 
cell myocarditis, and chronic rheumatic valvulitis and myocard- 
itis respectively. One type of giant cell was that specific for rheu- 
matic fever, i.e., the major component of Aschoff bodies in the 
myocardium as well as in areas devoid of muscle. A second type 
of giant cell appeared to develop from damaged myofibers and 
was noted in cases of rheumatic fever, giant cell myocarditis, 
polyarteritis nodosa, and lupus erythematosus. The Aschoff giant 
cell is derived from the reticuloendothelial system as a specific 
response to primary connective tissue injury. The myogenic type 
of giant cell may develop in any area of myofiber degeneration 
as a limited attempt at regeneration and is a nonspecific response. 
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BOOK REVIEWS 


The Hemorrhagic Disorders: A Clinical and Therapeutic Approach. 
By Mario Stefanini, M.D., Associate Professor of Medicine, Tufts Uni- 
versity School of Medicine, Boston, and William Dameshek, M.D., Profes- 
sor of Medicine, Tufts University School of Medicine. Cloth. $11.75. Pp. 
368, with 147 illustrations. Grune & Stratton, Inc., 381 Fourth Ave., 
New York 16; 99 Great Russell St., London, W.C.1, England, 1955. 


The authors of this book have aimed to meet the needs of the 
practicing physician in the field of hemorrhagic disorders. They 
state that in many past treatises on the subject “undue emphasis 
|was] placed on disorders of the coagulation mechanism, at times 
to the exclusion of other disturbances of the hemostatic mecha- 
nism.” In this case, however, the authors have succeeded in 
presenting all factors involved in the complex mechanisms re- 
sponsible for abnormal bleeding. They stress the clinical ap- 
proach and therapy. The aid rendered by the laboratory is not 
neglected, but it is made clear that, significant as they are, 
laboratory studies are only one phase of the management of the 
patient. The first chapter deals with the normal hemostatic 
process. Classification, vascular defects, thrombocytopenias, 
coagulation, combined disturbances, anticoagulants, fibrinolysis, 
obstetric problems, dysproteinemias, treatment, and heredity are 
covered in the other chapters. The appendix deals adequately 
with laboratory procedures. 

Some of the figures are illustrations and some are charts and 
graphic presentations of subjects and case histories. In addition, 
there are 37 tables that summarize the more complex and diffi- 
cult subjects. All illustrative data are well chosen and extremely 
helpful. The bibliography includes 753 judiciously selected 
items. The index is well organized and has ample cross refer- 
ences. The authors are eminently qualified to discuss the material, 
and the subject is clearly and adequately presented. Abstruse 
phases have been left out, and the results are most satisfactory. 
In this respect the monograph is in a class by itself. It can be 
recommended to practicing physicians and to students of hemor- 
rhagic disorders as one of the best, if not the best, available. 


The Luminescence of Biological Systems. Edited by Frank H. Johnson. 
Proceedings of Conference on Luminescence March 28-April 2, 1954, 
sponsored by Committee on Phetobiology of National Academy of 
Sciences-National Research Counci! and supported by National Science 
Foundation. Cloth. $7. Pp. 452, with 161 illustrations. American Asso- 
ciation for the Advancement of Science, 1515 Massachusetts Ave., N.W., 
Washington 5, D. C., 5. 


This volume is a report of a conference that was limited to 
a small group of the leading investigators in the field of lumines- 
cence. The book includes a survey chapter on the prospects 
and problems of bioluminescence: a number of chapters on the 
application of recent interpretations of electronic states and 
transitions to the role of chlorophyll and other photosynthetic 
pigments in energy transfer; a chapter dealing with the chemi- 
luminescence of 2,3-dihydrophthalazine-!,4-diones; a chapter 
on the spectroscopic investigations of luminescent systems 
(chiefly on the firefly and luminescent bacteria), including discus- 
sions on purification and properties of luciferase, inhibition and 
activation of luminescence, and physiological control of lumines- 
cence; a single chapter describing the luminous organisms of 
Japan and the Far East; and two final chapters dealing with the 
ecology of marine dinoflagellates and “red water” conditions. 
The volume includes both author and subject indexes. 


A History of the Texas Medical Association, 1853-1953. Beas Pat ee 
Nixon, M.D. Foreword by Merton M. Minter, M.D. Cloth. $6. Pp. 
with illustrations. University of Texas Press, Austin 12; pad becaoen 
and Sons, Ltd., Parksic* works, Edinburgh 9, Scotland; Société fran- 
caise d’éditions Nelson, 25 rue Henri Barbusse, Paris Se, France, 1953. 


In 1853, when the United States was about 70 years old and 
the state of Texas about 7, the Texas Medical Association was 
founded by 35 physicians. This proved to be premature; because 
of the great distances, the danger of attack by Indians, and the 
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difficulty of travel in those days, the association lapsed into 
inactivity for 16 years. Since then its membership has grown 
to nearly 6,000. The story of this growth is linked in this book 
with the growth and development of the state. In the early days 
of the association, quackery was rife, and a long and vigorous 
fight against chiropractic and other forms of irregular treatment 
was waged. More recently just as valiant a fight has been made 
against socialized medicine. The author has gathered most of his 
information from the pages of the Texas State Journal of 
Medicine and the earlier proceedings and transactions of the 
association. All but two of the illustrations are portraits of 
persons, and most of them were presidents of the association. 
Most of the index is made up of proper names. Much space in 
the text is devoted to such material as lists of titles of medical 
papers read at meetings and lists of names of members and dele- 
gates to American Medical Association conventions. Grandilo- 
quent speeches are quoted to give the flavor of the local oratory 
of the times. The appendix gives the association’s constitution 
and bylaws and an act to regulate the practice of medicine pro- 
posed to the state legislature in 1873 and passed in the same 
year. Although interesting in places to the general reader, this 
book will be of great interest to only a limited group. 


Suprapubic Prostatectomy with Primary Closure of the Bladder by an 
Original Method: Preparation, Technique, and Post-Operative Treatment. 
By Univ.-Prof. Dr. Theodor Hryntschak. Authorized translation by 
Noble S. R. Maluf, M.S., M.D., Ph.D., Chief of Urology, Surgical Service, 
Veterans Administration Hospital, Houston, Texas. (Completely revised.) 
Cloth, $8.50. Pp. 187, with 36 illustrations. Charles C Thomas, Publisher. 
301-327 E. Lawrence Ave., Springfield, Hl.; Blackwell Scientific Publica- 
tions, 24-25 Broad St., Oxford, England; Ryerson Press, 299 Queen Sj.. 
W., Toronto 2B, Canada, 1955. 


Surgical treatment of prostatic obstruction has been variously 
modified since the first complete prostatectomy performed by 
Fuller about 75 years ago. The two methods widely used today, 
transurethral resection and retropubic prostatectomy, have been 
developed in the past decade. The operation described by 
Hryntschak is based on the suprapubic prostatectomy suggested 
by the Australian urologist, Harris, who advocated closure of 
the bladder immediately after prostatic enucleation. This method 
was tried by a number of urologists but was given up because 
of postoperative hemorrhage and the frequent occurrence of 
suprapubic fistulas. Hryntschak was impressed by Harris’ 
theories and set out to develop a surgical technique that would 
obviate the postoperative complications. He succeeded in doing 
so, largely by compression of the periprostatic blood vessels 
through carefully adjusted sutures in the prostatic capsule and 
by perfecting a purse-string suture around the bladder incision. 
which rendered it watertight. These and other technical measures 
are carefully described with the aid of excellent illustrations. The 
first edition of this book was published in German in 1951. The 
good results achieved by Hryntschak and the absence of post- 
operative complications in the author’s large series of cases 
testify to the soundness of his technique. There are still many 
surgeons who adhere to suprapubic prostatectomy who should 
find much practical information in this book. 


Cancer Cells. By E. V. Cowdry, Director, Wernse Cancer Research 
Laboratory, Washington University, St. Louis. Cloth. $16. Pp. 677, with 
137 illustrations. W. B. Saunders Company, 218 W. Washington Sq., 
Philadelphia 5; 7 Grape St., Shaftesbury Ave., London, W.C.2, England, 
1955. 


This attractive and useful volume is neither a textbook nor 
a handbook compendium. Rather, it is an extended and re- 
flective essay about cancer cells, about the possible inciters, 
inhibitors, and modifiers of cancer cells, and about various 
cancers as diseases. The first seven chapters are devoted to a 
review and evaluation of our present knowledge of cancer cells, 
their cytoplasm, their nuclei, their chemistry, and their response 
to chemical inciters and modifiers. Although experimental cancer 
is used to exemplify problems in human cancer, it is used for 
illumination only and is not extrapolated to the human disease. 
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Throughout the book technical terms are clearly defined. The 
hyperplasias, the metaplasias, invasion and metastasis, poly- 
ploidy, and pinocytosis are discussed from the standpoint of 
their etymology and their meaning in cancer pathology. A chap- 
ter is devoted to agents, such as x-rays, radium, and atomic 
radiation, that may cause cells to become malignant as well as 
to the known or suspected chemical carcinogens such as beryl- 
lium and cigarette smoke. For the physician there are carefully 
documented chapters on heredity and susceptibility to cancer in 
human beings and on the geographical frequency of specific 
types of cancer in man. Of interest to all is the last chapter, 
which originated in the author's presidential report to the 
American Association of Cancer Research in 1951, on the pres- 
ent trends in cancer research. This is not the first, nor should 
it be the last, such appraisal of an area in which vast sums of 
public and private funds have been made available for research. 
The general impression left by a careful study of this book is 
good. When, as in this instance, a careful literate, critical, and 
curious student surveys and evaluates the available accumulated 
knowledge of cancer cells and malignant disease, the net result 
must prove useful and informative. The format of the book is 
good, and the illustrations are excellent and informative. The 
bibliography is current, representative, and carefully selected. 


Rontgendiagnostik im Kindesalter. Von Dr. Franz Schmid, Privatdozent 
fiir Kinderheilkunde an der Universitat Heidelberg, und Dr. Gerhard 
Weber, Professor fiir padiatrische Poliklinik an der Universitat Miinchen. 
Cloth. 147 marks. Pp. 546, with 604 illustrations. J. F. Bergmann, Troger- 
strasse 56, Munich 27; [Springer-Verlag, Reichpietschufer 20, (1) Berlin 
W. 35 (West-Berlin); Neuenheimer Landstrasse 24, Heidelberg; Gdttingen, 
Germany], 1955. 


This is the largest and best illustrated book on the diagnostic 
use of x-rays in pediatrics that has appeared in the German 
language; yet the authors modestly term it a brief summary. 
They have presented a mine of information set forth in an 
orderly manner and admirably suited for a manual or textbook. 
The consideration of the various systems is well balanced. The 
discussion on congenital heart disease is adequate and timely. 
Angiocardiography, cerebral angiography, bronchography, en- 
cephalography, and cardiac catheterization are all given due 
attention in relation to their application in pediatric examina- 
tions. The section on bronchography includes an especially help- 
ful discussion of dosage of the various medicaments involved 
in relation to the age and weight of the child. The authors do 
not share the growing opinion that thymic hypertrophy is rela- 
tively unimportant. The printing and binding of this volume are 
excellent; especially good is the reproduction of the roentgeno- 
grams, but, as in most European publications, the roentgeno- 
grams are reproduced in the diapositive, as prints from the 
original films. The Europeans contend that there is less loss of 
detail in such reproductions, a contention that is undoubtedly 
correct. No physician should have the slightest difficulty in 
appreciating these illustrations. The bibliography is extensive 
and contains numerous references to English and American pub- 
lications. The latter is a commendable exception to the biblio- 
graphic compilations of most continental publications. The book 
is highly recommended to pediatricians, pediatric roentgenolo- 
gists, and medical libraries. 


J. A. M. A. Clinical Abstracts of Diagnosis and Treatment. [Edited 
by Noah D. Fabricant.] Published with approval of Board of Trustees, 
American Medical Association. Cloth. $5.50. Pp. 627. Intercontinental 
Medical Book Corporation with Brune & Stratton, Inc., 381 Fourth Ave., 
New York 16, 1955. 


This book presents in a compact and permanent form a care- 
fully chosen selection of abstracts culled from the Medical 
Literature Abstracts section that appears in each edition of THE 
JOURNAL. It thus provides a convenient synopsis of recent de- 
velopments in the field of medicine. The selection and arrange- 
ment is a practical one for the physician since, with the exception 
of a small section on physiology, the abstracts are restricted to 
either diagnosis or treatment and are grouped according to 
medical or surgical specialties. Unfortunately, the index has 
been similarly arranged. An alphabetically arranged general in- 
dex would greatly facilitate coverage of topics that may be 
common to several specialty fields. 


J.A.M.A., Dec. 17, 1955 


A Textbook of Clinical Pathology. Edited by Seward E. Miller, M.D., 
Medical Director, United States Public Health Service, Washington, 
D. C. Fifth edition. Cloth. $11. Pp. 1208, with illustrations. Williams 
& Wilkins Company, Mount Royal and Guilford Aves., Baltimore 2, 
1955. 


This textbook is designed to give the medical student, intern, 
resident, clinical pathologist, and teacher of medicine informa- 
tion on how best to use the clinical laboratory in differential 
diagnosis and in following the course of disease in patients. This 
new edition is published with extensive revisions and additions. 
It has 25 chapters as follows: blood techniques (L. W. Diggs); 
blood cells and bone marrow examinations (L. W. Diggs); 
anemias, erythrocytoses, hemoglobinurias, and abnormal hemo- 
globin compounds (L. W. Diggs); laboratory tests in the diag- 
nosis and management of hemorrhagic and thromboembolic dis- 
eases (L. W. Diggs): diseases primarily affecting leukocytes (I. 
Davidsohn); blood groups and significant tests (1. Davidsohn); 
blood chemistry (C. Cohn and A. Kaplan); hepatic tests (C. 
Cohn and A. Kaplan); assay of chemotherapeutic and antibiotic 
agents (A. Milzer); diagnosis of viral and rickettsial disease (A. 
Milzer); immunologic tests (R. McBurney); medical bacteriology 
(A. Milzer); medical mycology (E. S. Moss and A. W. Mc- 
Quown); medical parasitology (S. E. Miller); assay of vitamins 
(E. von Haam); assay of hormones (E. von Haam); examina- 
tion of transudates, exudates, skin, and mucous membranes (E. 
von Haam); diagnosis of venereal lesions (E. von Haam); sero- 
logic tests for syphilis (S. E. Miller); cerebrospinal fluid (S. E. 
Miller); renal function tests and urine examinations (S. E. Miller); 
saliva, sputum, and bronchial aspirates (S. E. Miller); gastric 
and duodenal contents (S. E. Miller); seminal fluid (S. E. Miller); 
and feces (S. E. Miller). The various chapters cover the ma- 
terial pertinent to each, with indications and directions for test 
procedures and the interpretation of the results. The illustra- 
tions are average in quality. This textbook meets adequately the 
purposes for which it is designed. 


Salivary Gland Tumors. By Donald E. Ross, M.D., F.A.C.S., F.1.C.S., 
Chief Surgeon, Ross-Loos Medical Group, Los Angeles. Cloth. $7.50. 
Pp. 86, with illustrations. Charles C Thomas, Publisher, 301-327 E. 
Lawrence Ave., Springfield, Ill.; Blackwell Scientific Publications, Ltd., 
24-25 Broad St., Oxford, England; Ryerson Press, 299 Queen St., W., 
Toronto 2B, Canada, 1955. 


This is a well-organized treatment of a difficult problem. 
Various phases of the problem are discussed, from the embry- 
ology of the salivary glands to differential diagnosis and treat- 
ment of their tumors. There is an extensive bibliography. The 
discussion of the author’s own cases accompanied by photo- 
micrographs is instructive. In a work as comprehensive as this, 
it is Surprising that mumps is not considered in the differential 
diagnosis and that the postoperative insertion of a filiform 
bougie into the parotid gland is not mentioned. This book should 
be helpful to the surgeon faced with a parotid problem, regard- 
less of his experience. 


Atlas zur Spurenkunde der Elektrizitiit. Yon Stefan Jeliinek, Professor 
an der Universitat und an der technischen Hochschule Wien. Cloth. 
$17.25. Pp. 78, with 199 illustrations. Springer-Verlag, Mélkerbastei 5, 
Vienna 1, Austria, 1955. 


This book on the physical damage caused by lightning and 
electrical discharges is distinguished by an extraordinary col- 
lection of photographs, many of them in color. The emphasis 
is on human tissue, and there are some good photomicrographs, 
but there are also significant pictures of inanimate material. The 
last seven plates show views of a museum devoted to lightning 
and electric shock. The author is especially concerned about the 
question of why any electrical burn is so much more serious 
than a thermal burn when superficially the two look about 
equally bad. He finds the explanation in destructive effects on 
the blood vessel wall; these profoundly impair the circulation 
and cause more or less extensive gangrene. This book is to be 
welcomed as a factual contribution in an area where hearsay 
evidence and superstition have had too much influence. It is 
attractive in appearance and well indexed. It should interest 
everyone working in pathology, in industrial surgery, and in 
legal medicine. 


1 
19 


Vol. 159, No. 16 


QUERIES AND 


AIR FILTERS FOR ASTHMATICS 


To tHE Epitror:—/ would like information on electric air 
cleaners and air conditioners for a patient with asthma exacer- 
hated by pollen inhalation. Is there any information regard- 
ing their use in persons exposed to pollen all day who would 
have the advantage of the air cleaner only at night? I also 
wonder whether an air conditioning unit, which would con- 
trol the heat and humidity as well as serve as a filter, would 
be more effective under these circumstances. 


M.D., Wisconsin. 


ANSWER.—The effectiveness of air filters depends largely on 
the proportion of time that the patient spends in such a filtered 
atmosphere and in the relative amount of allergy-causing par- 
ticles that one escapes in such an atmosphere. The amount of 
pollen that one could avoid in a bedroom during sleeping hours 
if air filtration were 100% (and it is far from it) would be only 
a small portion of what the individual would inhale in the day- 
time. For example, if the 24 hour pollen count were 100, the 
8 hour outdoor count at night would be probably around 15 
at the most. Of that 15, only about 5 would get indoors with- 
out filtration. Thus the problem becomes one of protecting one’s 
self partially against the 5% and ignoring the 95%. Neverthe- 
less, such filtration is frequently effective for the hay fever 
patient but not however for one who has asthma. The electro- 
static type of filter is generally more efficient than the usual 
window filter, and the latter is more efficient than the majority 
of air conditioners; however, in spite of the less effective filtra- 
tion the general comfort from the latter makes it often more 
desirable. 


FRACTURED RIBS 


To THE Epiror:—What percentage of fractured ribs are de- 
monstrable by x-ray? I believe that many more patients 
present signs and symptoms clinically of broken ribs than 
are reported on the initial x-ray. M.D., Pennsylvania. 


ANSWER.—Several factors enter into answering this question 
properly. If positioning and proper x-ray technique are used, 
practically all fractures of the osseous portion of the ribs should 
be demonstrable by x-ray examination. Of course, the car- 
tilaginous portion will not betray evidence of a fracture. 


ALBUMIN-GLOBULIN RATIO 

To THE Epitor:—/n a recent set of state board questions, there 
was the statement “Discuss the A-G_ Ratio” (albumin- 
globulin). 1 take it this has reference to the ratio of albumin 
and globulin in the blood serum, plasma, or urine in renal 
disease. Would you discuss this briefly. 


Bruce I, Ryder, M.D., Henry, Ill. 


ANSWER.—The albumin—globulin ratio of the blood is the 
relation between the number of grams of albumin to the num- 
ber of grams of globulin per 100 ml. of blood serum. The serum 
albumin may vary from 3.0 to 4.5 gm. and the total serum 
globulin from 2.6 to 3.8 gm. per 100 ml. For the urine (mostly 
of research rather than practical value) it is the ratio of the 
number of milligrams of albumin per liter to the number of 
milligrams of globulin. The ratio between the two elements is 
disturbed when either component alone is distinctly increased 
or decreased. Thus in kidney diseases with proteinuria, consist- 
ing predominantly of albumin (nephrotic syndrome), the albu- 
min fraction of the blood is relatively decreased, so that the 
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albumin-globulin ratio of the serum falls. There is no mathe- 
matical relationship between the albumin and globulin in the 
blood and that appearing in the urine, possibly related to the 
fact that the smaller molecule of albumin leaks from the kidney 
more easily than the larger ones of globulin. In the blood in 
certain severe gastrointestinal disturbances and in idiopathic 
dysproteinemia, the albumin fraction is relatively low, as well 
as in severe hepatic dysfunction. In certain reticuloendothelial 
disturbances such as multiple myeloma and sarcoidosis the 
globulin fraction may be increased, upsetting the albumin- 
globulin ratio. In actual practice the term albumin-globulin 
ratio will probably become of historic interest, as the absolute 
amounts of albumin and the different types of globulin assume 
more importance. 


CORONARY VASODILATORS IN 
CORONARY OCCLUSION 


To THE Epitor:—Please comment on the use of coronary vaso- 
dilators, particularly Nitroglycerin and Amylnitrite, in the 
presence of an acute coronary occlusion with myocardial in- 
farction definitely established by electrocardiogram. 


M.D., Indiana. 


ANSWER.—There has been considerable debate about the use 
of coronary vasodilators during the acute stage of myocardial 
infarction. The advocates of such a course argue that the area 
without blood supply is surrounded by a zone in which the blood 
supply is diminished by vasoconstriction and that by causing 
vasodilatation in this zone one might diminish the size of the 
infarct. The other group argues that since the obstruction is in 
the main organic, a coronary vasodilator would have no effect 
on it, and indeed, by reducing the aortic blood pressure and so 
the head of pressure that profuses the coronary arteries, one 
would expect that the circulation past the point of narrowing 
would be reduced, an effect the reverse of that which is desired. 
Both these viewpoints are reasonable, so that the effect of a 
vasodilator in a given case of cardiac infarction cannot be safely 
predicted from theory alone. Experience shows that when 
coronary vasodilators are given to patients in pain with myo- 
cardial infarction, the pain is not relieved in the great majority 
of instances, and this has led most doctors to believe that these 
drugs are not of value in this condition. On the other hand 
there seems to be an occasional case in which pain is relieved. 
From the practical point of view, one might summarize that 
there seems to be no objection to trying a vasodilator in a case 
of acute myocardial infarction. If pain is not relieved one should 
not persist with medication. If pain is relieved it would seem 
proper to continue the therapy as long as relief is secured. 


ODORIFEROUS URINE 


To tHE Epiror:—An older man’s chief complaint at present is 
the nauseating odor of his urine. A sample of urine was 
checked and nothing pathologically outstanding was found 
but the odor, which seems to be a mixture of ammonia gas 
and other odors. When the patient urinates in quantity the 
odor sometimes causes him to vomit. He also shows an ab- 
normal dryness of the skin. What would you suggest to 
eliminate the odor in his urine? 


M. D. Hornedo, M.D., El Paso, Texas. 


ANSWER.—"A nauseating odor of the urine” may be the result 
of several factors. The most common cause of an ammoniacal 
odor in an older man is retained urine in the bladder. It would 
be advisable to catheterize the patient to see whether he has 
residual urine. It also would be advisable to exclude the pos- 
sibility of prostatic or urethral obstruction. It is assumed from 
clinical data given that there is no evidence of pyuria or glyco- 
suria in the course of urinalysis and that it is bacteriologically 
negative. Any of these factors, if present, may be involved in 
causing an odor. In some cases, certain types of food, if pre- 
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dominant in the diet, will be the cause of a urinary odor. The 
severe dryness of the skin, which has been noted, may be due 
to dehydration because of a tendency to avoid drinking much 
water. It would be well to exclude the possibility of renal in- 
sufficiency, which also may be a factor. 


TREATMENT OF ADRENAL CORTICAL 

HYPOFUNCTION (ADDISON’S DISEASE) 

To tHE Epiror:—What is the accepted treatment of adrenal 
cortical hypofunction (Addison's disease) of recent onset in 
a 60-year-old patient? Can the disease be properly controlled 
by the use of salt and meticorten alone? Is treatment with 
desoxycorticosterone acetate necessary in all cases? 


M.D.., Illinois. 


ANSWER.—In a patient 60 years of age one must consider the 
response of the circulatory system to adrenal hormones. At 
present one could use cortisone and hydrocortisone (25 mg.) per 
day for such a patient. The treatment best designed to regulate 
mineral balance will depend on the heart size, blood pressure, 
and circulatory status. Assuming the patient has a small heart 
and relatively low blood pressure for his age, one would give 
small doses of salt-retaining hormone, 0.1 to 0.2 mg. of fluoro- 
hydrocortisone daily, watching carefully for signs of salt or 
fluid retention and gain in weight. Patients, in general, do better 
on treatment with small doses of salt-retaining hormone than 
with salt, alone. In a patient with hypertension, renal insuffi- 
ciency, or any evidence of myocardial insufficiency, one would 
not wish to use any appreciable quantities of salt-retaining hor- 
mone for regular maintenance. Under these circumstances one 
could manipulate the electrolytes by dietary means. In most in- 
stances supplementary salt or 3 to 5 gm. of sodium chloride 
(tablet form) per day may be required. In the case of sudden 
stress or infection the dose of cortisone will have to be increased 
and provision made for giving added salt-retaining hormone. The 
circulatory system must be followed carefully in a patient with 
adrenal cortical hypofunction over 60 years of age if maximal 
benefit is to be obtained without undue side-effects. In general it 
is wise to follow the heart size with a 7 ft. film of the chest, 
electrocardiogram, blood pressure study, and, if necessary, 
measurement of venous pressure. The up-curve is generally a 
most useful guide to excess salt and water retention. 


LIFE EXPECTANCY OF HYPERTENSIVE PATIENTS 

To tHe Epiror:—Can an essential hypertensive patient in his 
40's or 50’s who previously had blood pressures of 165/110 
mm. Hg but now is held at 140/86 mm. Hg with antihyper- 
tensive medication be assured that he is now normal and that 
he can expect a normal life expectancy so far as the cardio- 
vascular system is concerned? M.D., Nebraska. 


ANSWER.—Medical opinions differ concerning prolongation 
of life with continuous use of antihypertensive drug or diet 
therapy. Most authorities are optimistic. Long-range studies of 
the natural history of hypertension or of results of sympathec- 
tomy have yielded varied conclusions according to constitution 
of study groups and variations of methods of classification of 
patients. It is now generally accepted that sympathectomy has 
prolonged life expectancy. There is now no uniform plan of study 
to test the general belief that adequate continuous therapy pro- 
longs life as it reduces blood pressure and relieves symptoms. 
The inquiry describes a slight reduction of average blood pressure 
from a moderate elevation to a level just above normal in a 
group of patients. This reduction evidently occurs in a group 
of relatively benign cases of hypertensions. Twenty years of 
continuous treatment of this group and of observation of a 
comparable untreated group under carefully controlled and 
standardized conditions might be required to demonstrate any 
statistically significant difference. A study group with a higher 
initial pressure and a more marked reduction might yield results 
in a shorter time. Definite reduction of blood pressure can 
lessen severity of the hypertensive disease process and should 
increase average life expectancy. Nevertheless, reduction would 
not warrant advice to an individual patient that his life ex- 
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pectancy would be surely increased; also it would not warrant 
a conclusion that the patient was no longer hypertensive. It 
would justify reassurance of the patient that his prognosis is 
probably improved but with caution that he should certainly 
continue treatment. 


INGROWN TOENAIL 

To THE Epitor:—/s there a successful treatment for ingrown 
toenail excising the involved margin and treating the base with 
a chemical substance? 


John C. Stewart, M.D., Riverton, Wyo. 


ANSWER.—The best treatment for ingrown toenail is removal 
of the margin of the nail and complete removal of the bed. 
This would mean an incision into the base of the nail and some- 
times requires curetting as well as sharp-knife excision. It is 
conceivable to destroy the bed with a chemical, but it would 
certainly set up more irritation than would sharp-knife excision. 


COLCHICINE AND LIPEMIA 

To THE Epitor:—A patient brought me a newspaper article in 
which the use of colchicine was recommended to reduce blood 
cholesterol level. Is there any merit in such use of this drug? 


M.D., Florida. 


ANSWER.—There is no known evidence that the use of 
colchicine will reduce the level of the blood cholesterol. The 
newspaper article probably had reference to observations made 
that, when colchicine was given at the same time that cream was 
ingested, the lipemia that normally develops could to a large 
extent be prevented. 


ENDOMETRIOSIS 


To THE Epitor:—A 29-year-old patient had a bilateral salpingo- 
oophorectomy and super vaginal hysterectomy because of a 
hopeless endometriosis of both ovaries. The surgeon informs 
her that she is never to allow anyone to give her any estrogenic 
material. Has it been shown that estrogen is harmful in a 
condition of this sort? The patient is already showing subjec- 
tive and objective results of estrogen deficiency. 


Fred L. Ewing, M.D., Meadville, Pa. 


ANSWER.—In spite of the common belief that estrogens are 
contraindicated in women who have had both ovaries removed 
for endometriosis, it has been shown that small doses of estro- 
gen may safely be given for the relief of menopausal symptoms 
in these women. In fact, a few gynecologists are prescribing 
large doses of estrogen to diminish the size of endometriotic 
masses and relieve the pain of endometriosis. 


ERUCTATION OF HYDROGEN SULFIDE 

To tHE Epitor:—Regarding the question and answer on page 
1575 of THe JouRNAL, Aug. 27, 1955, on eructation of hydro- 
gen sulfide, | believe that the consultant overlooked one cause 
of “fecal odor’ of the breath, namely, gastrocolic fistula. 1 
have found several cases at autopsy. 


John H. Schaefer, M.D. 
525 §. Flower 
Los Angeles 17. 


To THE Epitor:—/n THE JouRNAL, Aug. 27, page 1575, under 
Queries and Minor Notes, there was a reference to the. 

_ eructation of hydrogen sulfide. In the brief discussion given, 
no comment was made of the uncommon but important. 
possibility of a gastrocolic or duodenocolic fistula producing 
all the symptoms that the patient presented. Certainly, further 
gastrointestinal x-ray examinations should be done. 


Warren F. Wilhelm, M.D. 
Research Clinic 

107 W. Linwood Blvd. 
Kansas City 11, Mo. 


